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CHRONIC LUNG ABSCESS WITH FISTULA-TREAT- 
went BY EXCISION 

Summary Results of of*TMwn» for drainage of lung ibsccm— d Rrculty of 
effect ng cure of postoperative fistulas— available measures techojc of 
excision of abscess under local anesthesia 

The patient I shall operate on this morning has the following 
history He was an, officer in the United States Army dui mg 
the war, and while in the service developed pneumonia, which 
resulted m the formation of a lung abscess This case has al 
ready been reported in the Surgical Cluucs ol Chicago, October, 
1918, page 921 Briefly, however, the facts are these Alter 
his pneumonia he did not recuperate and developed what was 
regarded as empyema, on the left side He was operated upon 
by a surgeon in Colorado and an incision was made between the 
seventh and eighth ribs in the axillary line on the left side, and 
the pleura opened The surgeon was astonished to find no pus 
and a collapsible lung Pneumothorax developed immediately, 
and the surgeon did what proved to be a very wise thing He 
made an immediate closure of the wound without drainage The 
operative pneumothorax disappeared -within a few days, the air 
being completely absorbed The patients general condition, 
however did not improve He ran a septic temperature for a 
number of necks sometimes as high as 104° F He coughed un 
some very foul material and was finally brought to the Presto 
tenan Hospital ■*•**-"' • 

He was kept under obserj hSg'f 
we located fairly definitely the abscess of ih&Uuig, Thx% wb 
opened by the method , *wV.->rV l = d,.Uu.tv twiv . 4. 
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under local, finding the abscess with a needle, mating a fair 
sued canal with the eleclnc cautery into the abscess and intro- 
ducing a rubber drainage tube through this canaL He recovered 
from the operation and unproved verj much. After he bad 
gained 10 or 15 pounds in weight and was entirelj free of fever, 
I attempted to obliterate the abscess with bismuth paste. I 
injected probablv $ dram through the tube, and this was fol 
lowed by a verj violent fit of coughing The patient coughed up 
some bismuth paste, showing that the abscess eavtiy comm_ni 
cated direct!) with a bronchus The injection of eien l dram 
of paste did him a great deal of damage for a few davs. It was 
followed b) a sharp rise in temperature. This howei er, final!) 
subsided, and he got nd of all the bismuth either by cou'dnng 
it up or expelling it through the rubber tube in the fistula. I 
then d coded ompl) to dram the abscess with a drainage-tube 
fo' a long time and sent him to California for the winter While 
in California he picked up weight and strength and improved 
until his general condition was excellent. He began, however, 
to baae disturbance with the drainage-tube and there was a 
verj free discharge of mucopus from the tube varong in 
amount from dav to da) , sometimes verv free and sometimes 
quite sranti 

Darns this period of a number of months while he was under 
observation I toot several x-raj pictures of his chest, which 
showed a damaged triangular area of the left lower lobe, between 
the diaphragm, chest wall, and pericardium. I also examined 
his chest with the fluorosoope and found that I could pass a 
probe through the fistulous trad into a small abscess cant) 
then mto the bronchus. When the probe entered the bron 
chus it would p-oduce a i er) violent fit of coughing associated 
with the couching cp of some blood Bacienologic examination 
of the «pntmn failed at all times to show tubercle bacflli. 

The r»”n has recenth returned from California and I have 
gone over the case ver) full) and iei) franU) with him and 
have advised ban to have an operation for the purpose of defi 
xutel) eunnu tie abscess and getting nd of the continued dis- 
charge. I baie 2 n amber of abscess of the lung cases now that 
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have 'worn tubes for a great many months or year9 and these 
patients are able to keep m very fair general condition as long 
as they maintain good drainage It is often a very senous and 
difficult problem to determine what to do with these old chrome 
abscesses that refuse to heal We have been able to cure some 
of them with bismuth paste and some of them by resecting a 
number of ribs over the abscess and allowing the chest wall to 
collapse I have not had very much experience with lobectomy 
or partial lobectomy, so often advised and earned out by a num 
ber of surgeons I have regarded the operation for resection of 
a portion of the lung as one that cames with it a grave risk and 
one that was uncertain as to its curative effect, and one, there 
fore to be avoided as a general proposition 

I shall do this operation this morning under local anesthesia 
using i of 1 per cent apothesme and 1 100 000 adrenalin It 
will be a slow and rather tedious operation for >ou to witness, 
because I shall take plenty of time to the various steps and at 
tempt to anesthetize tbe tissues thoroughly before they are 
invaded I infiltrate first the soft parts around this fistulous 
tract and then the chest wall pretty widely, the sue of my hand, 
so that I can resect two three or four nbs as conditions require 
The extent of the operation I cannot tell you beforehand My 
plan however is to resect enough ribs to expose the abscess 
fully and enable the chest wall to collapse and obliterate the 
abscess and possibly to split the abscess open so that we can 
make a wedge-shaped cavity which we can compel to heal from 
the bottom as we used to do so frequently in connection with 
cases of necrosis of the tibia where we would chisel out a trough 
in the tibia, remove the dead bone, and secure complete wound 
healing either by epidermization from the edges of the wound 
or by covering the trough with skin grafts or with a pedicle flap 
of skin 

1 want to call your attention to one interesting fact in con 
nection with this fistulous tract., that u that it is lined with 
perfectly healthy looking epidermis as far as I can see into the 
tract After infiltrating the soft tissues of the chest wall I shall 
block the intercostal nerves with the same solution in their 
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grooves on the sixth se\ enth, eighth and ninth ribs, opposite 
the angle of the ribs Now that the entire field is anesthetized, 
I make an oblique incision directly along the ribs from the angle 
of the seventh nb downward and outward, about 6 inches in 
length endo«ing the fistulous tract (Fig 468, a), dissect back 
the skin and soft tissues down to the sixth, sev enth, eighth and 
ninth ribs I free the seventh, eighth, and ninth rib 3 of their 
periosteum for a distance of about 4 inches and resect 3 inches 
of these ribs As I do this I find a rather interesting result As 
the chest wall becomes flacad after removal of the rigid ribs 
1 can push the chest wall inward and force some pus out of the 
fistulous opening I now «plit up the fistulous opening for a 
distance of about 3 inches and find that jt leads me into an 
abscess about the *ize of a small hen’s egg (Fig 468 4) I can 
mop out a little pus from this abscess cavitv, and I find as I 
«pht the abscess cavity open, dividing some indurated, edematous 
lung tissue over it, that the abscess cavity is lined with a rather 
tough pj ogemc membrane that looks almost like skin or tough 
mucous membrane I can see very distmctlj at the upper end 
of the abscess that a good-sized bronchus about the size of a 
small lead pencil opens into the abscess cavitj and the air can 
be heard whistling in and out (Fig 469 o) 

I ‘hall infiltrate the lung tissues around th s abscess cavitj , 
and the thought occurs to me that I raaj be able to dissect out 
the abscess entirely and although I have never done this m 
similar cases I believe that conditions here lend themselves 
very well to such a procedure, and I shall attempt it You 
will notice that I have not removed as jet the fistulous tract 
which was lined with skin. I shall use this as a tractor to draw 
the abscess cavity down so that I can dissect it out With a 
verj «harp knife 1 dissect out this lining membrane which is 
about as thick as fair-sized blotting paper \ ou will notice that 
the lung tissue is fanlj vascular and that I hav e to applj a num 
ber of arterj clamps in order to control the hemorrhage I am 
surprised at one thing here in the operation that is that I can 
draw down the lung tissue into the operatn e field so as to make 
the entire operation v erj accessible I bring (t down using the 
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fistulous tract as a tractor and also the artery forceps with which 
I have clamped the lung tissues on either side of the abscess 
(Fig 469 b) As I continue the dissection toward the diaphragm 
anteriorly I open into two smaller abscess cavities one about 
the si 2 e of a cherry and one about the size of a bean I ha\ e to 
extend my dissection outside of these and resect a small part 
of the lobe of the lung including this infected tissue Continuing 
the dissection and infiltrating ahead of the dissection with local 
anesthesia you will notice that I am able to dissect out the 
entire abscess cavity just as one would dissect a wen from the 
scalp The comparatn e ease with which we have been enabled 



F g 470 — Operation completed a te of abscess packed v. th game 

to do this is rather a surprise to me I cannot help but feel that 
this method of handling lung abscess may open up a new field 
of work Just what to do with the open bronchus at the upper 
end of the abscess I am somewhat uncertain and undecided 
I believe however it would be of little value to attempt to sew 
it together with catgut sutures I think on the whole the safest 
plan will be to pack this cavity with iodoform gauze leaving a 
boat shaped cavity which I shall compel to heal by granulation 
and shall endeavor to cover with epidermis either from the edges 
of the incision or later by Thiersch grafts (Fig 470) 

After management —I shall make no effort to close the skin 
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incision except that at ei tier end I shall introduce a black silk 
suture to diminish somewhat the extent of the incision leaving 
however, about 3 or 4 inches of the inoaon open, which I shall 
pad, with iodoform gauze O' er thi> I shall place a large gauze 
compress 

I cannot help hut feel that this is one of the most interesting 
pieces of work that we have done m the dime for a long tune, 
and that it ma> lead to some very interesting developments 
I ha\ e a number of patients now with lung abscess of this chronic 
type, and the thought occurs to me that it might be well to 
undertake thu> same procedure in a number of cases and test 
it out Operations of thu> kind done under local anesthesia, 
although slow and tedious are, m mj judgment, ver> much 
safer than operations done under general anesthesia Whether 
it will be possible m other lung ab-cess cases to follow the same 
technic that we hav e done so easil} in this case is of course, a 
question, and v et I feel that certain!' <ome of these cases can he 
handled in this wa> I am quite confident that this will lead to 
a permanent cure in this patient’s case that we hav e removed 
entire]} the damaged portion of the lung and that we will be 
able to obtain complete dosure either by granulation and epi 
dermization or b} skin grafts or possibl} with a pedide flap 

After-history — The patient experienced a good deal of pain 
for the fir 4 ! twentj four hours after operation. There was a 
small amount of mucopurulent discharge on the gauze which 
was charged at the end of fort} -eight hours and changed again 
at the end of sev ent} two hours There was a fair!} sharp n^e 
m temperature up to 102° F the second and third days. This 
came down to normal on the fourth da} The wound under the 
iodoform gauze dressing was kept in vet} good condition and 
was granulating rapid!' 



x RAY DIAGNOSIS OF GALL-STONES 

Summary Two pat ents with vague abdomnal symptoms showing definite 
shadows in the x ray compatible with be ng the shadows of gall stones 
pathology at operat on * ray of 1 ttle value in the diagnos 3 of chole 

1 thiasis 

This morning I shall have the opportunity of showing you 
two very interesting gallbladder cases at least two cases in 
which the diagnosis of gall bladder disease has been made from 
evidence which we have obtained I am personally very much 
mterested in them because they represent an exception to the 
rule as to the value of the * ray evidence which we have for 
years accepted in this dime 

Both patients are women with rather vague indefinite ab 
dominal distress and without the clinical picture of gall stone 
colic attacks Both of them show definite shadows m the 
region of the gallbladder consistent with bemg the shadows 
produced by gall stones Shortly after the x ray was intro 
duced into medical work and after I had employed it in the 
diagnosis of stone in the kidney I experimented with it m gall 
stone cases and found that it was very difficult to show even a 
large gall stone with the x ray in the great majority of cases 
In order to test the matter out I did a series of experiments 
the most important bemg taking a beef s liver and making a 
long incision in it putting in this incision a dozen different gall 
stones taken from a dozen different patients closing the incision 
with sutures and then taking ana: ray picture of thebeef s liver to 
determine whether the gall stones would throw definite shadows 
1 found that the ordinary gall stone composed largely of cho 
lesterol would not throw any more of a shadow than the liver 
tissue itself A few bigger gall stones one a large stone which 
I removed from the cystic duct and the other a large single mul 
berry stone which I removed from the gall bladder threw quite 
definite shadows These were heavier than the ordinary cho 
lesterol stone and contained on analysis a good deal of car 
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bonate of calcium Repeated experiments of this kmd con 
vmced me that the great majority of gall-stones would not 
throw a shadow when exposed to the x-ra) This was m keeping 
with the attempts that we had made to obtain ~ ray pictures of 
gall-stones in patients It is, of course, difficult to give definite 
figures and percentages as to what percentage of gall-stones wifl 
show m the x raj and what will not, but I think it is safe to S 2 y 
that less than 10 per cent of gall-stones will throw definite 
shadows which can be made out m x ra\ examination There 
has, of course, been a good deal of impro\ ement made m x raj 
technic m the last twenty > ears, and I think it is fair to say that 
a larger percentage of stones can now be shown than formerly, 
but I think the rule would hold good at least it has in our own 
dun e, that the x ray furnishes us definite positive evidence of 
the existence of gall-stones in less than 10 per cent, of all gaD 
'tone cases. I mean, of course, bj definite evidence, shadows of 
stones. When it comes to suggestive evidence of gall-stone dis- 
ease, such as a high lying duodenum, or evidence that is inter 
preted as meaning adhesions about the gall-bladder, I want to 
S 2 V v cry emphatically that I place no confidence in evidence of 
this kmd In our dune, therefore, we make the diagnosis of 
gall-stone disease practical!) independent of x ray evidence. W e 
very frequent!) have these patients examined with the x-ray, 
as we have had m these two cases and if there is a definite posi 
tive shadow we accept it for its face value as a piece of definite 
evidence. If, omthe other hand there is no shadow, we do not 
place an) confidence whatever on the negativ e evidence obtained 
It i», therefore, singular that we should have in this dim e on the 
same morning two patients with the clinical diagnosis of gaD 
stone disease and in both cases definite shadows consistent with 
being gall-stones. 

The first patient is a Jewess thirt) years old She con 
suited me about a ) ear ago for abdominal distress which at that 
time we regarded as probabl) chronic colitis and I advised her 
against having an operation placing her upon medical manage- 
ment. She improved «omewhat but came back to us about a 
week ago ©sjaptamni® of tenderness ov er the gall bladder rather 
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marked constipation no definite history of gall stone attacks, 
but with enough gall bladder tenderness to make one think seri- 
ously of a gallbladder infection * Ray examination shows 
quite definitely a dozen small shadows about the size of good 
sized currants apparently m the gall bladder There has been 
no evidence of obstruction in the cystic duct with resultant en 
latgement of the gall bladder There has been no jaundice 

On analyzmg the fads I have consented to operate on her 
I must confess that the definite shadows of gall stones furnish 
us a piece of evidence which makes me more willing than I other 
wise would be to operate on this particular case, because the 
abdominal distress and abdominal symptoms generally are not 
sufficiently typical of gall stones to warrant my making a 
definite clinical diagnosis unless we have the additional evidence 
furnished by the x rav 

The patient is now anesthetized and we shall make our usual 
S shaped incision Let me again call your attention to the fact 
that we leave two thirds of the rectus muscle to the outer side 
of this incision so as to avoid any paralysis of at least two thirds 
of the muscle fibers 

Opening the peritoneal cavity I find a rather normal looking 
gall bladder a little flaccid as though it had at one time been 
more distended than it is now and had partly emptied itself 
On palpating it I can feel a dozen or more moderate sized gall 
stones m its caliber and one which seems to be crowded pretty 
well into the neck of the gall bladder There are no stones in 
the common duct Examination of the duodenum, pylorus and 
pylonc end of the stomach shows nothing abnormal Standing 
on the nght side of the patient I free the fundus of the gall 
bladder from the liver so that I can separate at least two thirds 
of the gall bladder from the fundus down toward the cystic duct 
from the groove in the liver You will notice that I now change 
my position and step to the left side of the patient I want to 
again emphasize the importance of this piece of surgical technic 
because this maneuver makes it much easier to remove the 
Q&Uad&a wnd vs dconp the cystic duct without 
any chance of injuring the common or hepatic ducts than would 



bonate of calaura Repeated experiments of tbs kind con 
vmced me that the great majority of gall-stones would not 
throw a shadow when exposed to the * ray Tbs was m keeping 
with the attempts that we had made to obtain x ray pictures of 
gall stones in patients It is, of course, difficult to give definite 
figures and percentages as to what percentage of gall-stones will 
show m the x raj’ and what will not, but I thmk it is safe to say 
that less than 10 per cent of gall stones will throw definite 
shadows which can be made out in x ray examination There 
has, of course, been a good deal of improvement made in x ray 
technic m the last twenty years, and I think it is fair to say that 
a larger percentage of stones can now be shown than formerly, 
but I think the rule would hold good, at least it has m our own 
dim e, that the x-ray furnishes us definite positne evidence of 
the existence of gall stones m less than 10 per cent of all gall 
stone cases I mean, of course, by definite evidence, shadows of 
stones When it comes to suggestive evidence of gall stone dis- 
ease such as a high lying duodenum, or evidence that is inter 
preted as meaning adhesions about the gall bladder, I want to 
say very emphatically that I place no confidence in evidence of 
this kind In our dune therefore we make the diagnosis of 
gall stone disease practically independent of x ray evidence We 
very frequently have these patients e xam ined with the x-ray, 
as we ha\ e had m these two cases and if there is a definite posi 
tive shadow we accept it for Us face value as a piece of definite 
evidence If, on^the other hand there is no shadow, we do not 
place any confidence whate\ er on the negative evidence obtained 
It is therefore, singular that we should ha\ e in this clinic on the 
same morning two patients with the clinical diagnosis of gall 
stone disease and in both cases definite shadows consistent with 
being gall stones 

The first patient is a Jewess thirty years old She con 
suited me about a year ago for abdominal distress which at that 
time we regarded as probably chronic colitis and I advised her 
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marked constipation no definite history of gall stone attacks 
but with enough gall bladder tenderness to make one think sen 
ously of a gallbladder injection a: Ray exam. nation shows 
quite definitely a dozeD small shadows about the size of good 
sized currants apparently in the gall bladder There has been 
no evidence of obstruction in the cystic duct with resultant en 
largement of the gall bladder There has been no jaundice 

On analyzing the facts I have consented to operate on her 
I must confess that the definite shadows of gall stones furnish 
us a piece of evidence which makes me more willing than I other 
wise would he to operate on this particular case because tbe 
abdominal distress and abdominal symptoms generally are not 
sufficiently typical of gall stones to warrant my making a 
definite clinical diagnosis unless we have the additional evidence 
furnished by the * rav 

The patient is now anesthetized and we shall make our usual 
S shaped incision Let me again call your attention to the fact 
that we leave two thirds of the rectus muscle to the outer side 
of this incision so as to avoid any paralysis of at least two thirds 
of the muscle-fibers 

Opening the peritoneal cavity I find a rather normal lookmg 
gall bladder a little flaccid as though it had at one tune been 
more distended than it is now and had partly emptied itself 
On palpating it I can feel a dozen or more moderate sized gall 
stones in its caliber and one which seems to be crowded pretty 
well into the neck of the gall bladder There are no stones in 
the common duct Examination of the duodenum pylorus and 
pyloric end of the stomach shows nothing abnormal Standing 
on the right side of the patient I free the fundus of the gall 
bladder from the liver so that I can separate at least two thirds 
of the gall bladder from the fundus down toward the cystic duct 
from the groove in the hver You will notice that I now change 
my position and step to the left side of the patient I want to 
again emphasize the importance of tbs piece of surgical technic 
because this maneuver makes it much easier to remove the 
gall bladder safely and to clamp the cystic duct without t akin g 
any chance of injuring the common or hepatic ducts than would 
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bonate of calauin Repeated experiments of this kind era 
vinced me that the great majority of gall-stones wo old cot 
throw a shadow when exposed to the * raj This was m keeping 
with the attempts that we had made to obtain x ray pictures of 
gall-stones m patients It is, of course, difficult to give definite 
figures and percentages as to what percentage of gall-stones will 
show in the x raj and what will not, but I ihmk it is safe to say 
that less than JO per cent of gall-stones will throw definite 
shadows which can be made out m x raj examination. There 
has of course, been a good deal of unprov ement made in x ray 
technic in the last twenty j ears and I think it is fair to say that 
a larger percentage of stones can now be shown than formerly, 
but I think the rule would hold good, at least it has m our own 
dune, that the x ray furnishes us definite positiv e evidence of 
the existence of gall-stones in less than 10 per cent, of all gall 
stone cases I mean, of course by definite evidence, shadows of 
stones When it comes to suggestive evidence of gall-stone dis- 
ease such as a high lying duodenum, or evidence that is inter 
preted as meaning adhesions about the gall-bladder, I want to 
say very emphatically that I place no confidence in evidence of 
this kmd In our clinic, therefore we make the diagnosis of 
gall-stone disease practical!) independent of x ray evidence W e 
very frequently have these patients examined with the x-ray, 
as we hav e had m these two cases and if there is a definite posi- 
trv e shadow we accept it for its face value as a piece of definite 
evidence If, on^the other hand there is no shadow we do not 
place any confidence whatev er on the negativ e evidence obtained 
It is, therefore, singular that we should hav e in this dime on the 
same morning two patients with the clinical diagnosis of gall 
stone disease and in both cases definite shadows consistent with 
bang gall-stones. 

The first patient is a Jewess thirtj years old She con 
suited me about a y ear ago for abdominal distress which at that 
time we regarded as probably chronic colitis and I advised her 
against having an operation placing her upon medical manage- 
ment She improved somewhat but came back to us about a 
week ago complaining of tenderness over the gall bladder rather 
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they do not but the leakage is sufficiently frequent to make me 
believe that it is wiser to dram I take it for granted that m 
gall stone cases we are dealing with as a rule a moderately 
infected mucous membrane of the bile tracts and that not in 
frequently because of that fact we ha\e a slight local infection 
which is much safer dealt with by temporary drainage than by 
immediate and complete closure We have learned to rely upon 
and ha\e found a good deal of comfort in the use of iodoform 
gauze m these cases I think the moderate infection of the bile 
tract mucosa is as a rule taken care of by the iodoform gauze 
and if any infection does occur we are always \cry thankful 
that we have left in the dram 

A ole — The patient went on to an uninterrupted and very 
satisfactory reco\ery The gallstones were put m a piece of 
liver tissue and arrayed and we are to ha\e them examined 
chemically to see if we can determine why these particular gall 
stones caused such definite shadows 

The second patient we shall operate upon this morning is a 
medical colleague of mine a woman who has done exceptionally 
outstanding work in her subject She has been under par for 
a number of months with rather vague abdominal distress She 
has had some arthritis and some skm eruptions similar to the 
eruptions that occur not infrequently in rheumatic infections 
She has consulted a number ol physicians an 1 has placed herself 
upon a strict diet and has looked into the question of a possible 
focal infection She has had her teeth examined and put in con 
dition and tonsils remo\ ed Her general condition is at present 
fair She was in a sanitarium under medical management some 
months ago and had an expert make an x ray examination of 
the abdomen He found a shadow which he believed was a 
gall stone in the gall bladder She has nev er had any outspoken 
clean cut gall stone colic attacks She has however had defi 
mte tenderness o\ er the gall bladder and some abdo minal tender 
ness m that region nothing however sufficiently severe to be 
characterized as gall stone colic 

She came to me a few days ago fully dotwraured to havt; an 
operation on her gall bladder I referred her to a medical 
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b« possible if the operator remained on the right side of tie 
patient- In freeing the lower part of the gall-bLdder or at least 
that portion of the gall bladder leading to the cystic duct, I 
damp the cv*tic arten and some connective tissue which binds 
the gall bladder prettv finale to the Iner at a point about 1 
inch posterior to the cvstic duct proper divide the cystic arter) 
and thu. connective tissue with the seniors. This enables me 
with the blunt dosed end of a pair of arten forceps to separate 
the neck of the gall-bladder from the liver and to espo«e the 
cvstic duct and isolate it from am surrounding tissues. \ou 
see we now have the gall-bladder suspended from the <3 she 
duct like a pear with its I cLmp the ewie duct with a 

pair of full curv ed fo-cepa made for that particular purpose and 
palpate quite carefulh the prox rau J end of the cvstic duct to 
be sure I am leavin'’ no stones. I place another pair of curved 
forceps jurt proximal to the first pair and divide the c\»Uc duct 
with curved scissors. In thi» case I ligate both the cvstic arten 
and cvefre duct with the same ligature of moderate sired catgut. 

I do tin* became the entire pedicle composed of cvstic alter} 
and duct l» rather small and we can handle it verj easily 
in this wav These full curved forceps made for this *pecial 
purpose are of particular value became the\ enable me to slip 
the catgut proximal to the forceps and be ■rare that when the 
catgut is tied the forceps are not included 

I now remove the forceps and shall introduce a «pht rubber 
drain containing a wick of lodofona gauze This i» earned 
down to the stump of the cvstic duct and left in contact with the 
rough surf’ce of the liver from which the gall-bladder has been 
dissected The in coon is dosed m the usual wa\ with catgut 
through the peritoneum sdkwom gut sutures through the rest 
of the L}er= placing them about J inch apart medium sized 
dtgut in the anteno sheath of the rectus, and silk in the skin 
^ome doctors who have vuj ed our dime have sometimes 
a-tVfd the question whv we dram these cases and whj we do 
not make a complete closure as has been advocated bj some 
carbons- Our experience is that a certxra number of these cases 
Irak bile fo. a few da vs, sometimes for a week or two \s a rule 
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they do not, but the leakage is sufficiently frequent to make me 
believe that it is wiser to dram I take it for granted that m 
gall stone cases we are dealmg with, as a rule, a moderately 
infected mucous membrane of the bile tracts, and that not in 
frequently because of that fact we have a slight local infection 
which is much safer dealt with b) temporary drama ge than by 
immediate and complete closure We hav e learned to rely upon 
and have found a good deal of comfort in the use of iodoform 
gauze m these cases I think the moderate infection of the bile 
tract mucosa is as a rule taken care of by the iodoform gauze, 
and if any infection does occur we are always very thankful 
that we have left m the dram 

Note— The patient went on to an uninterrupted and very 
satisfactory recovery The gallstones were put in a piece of 
liver tissue and x rayed and we are to have them examined 
chemically to see it we can determine why these particular gall 
stones caused such definite shadows 

The second patient we shall operate upon this morning is a 
medical colleague of mine a woman who has done exceptionally 
outstanding work m her subject She has been under par for 
a number of months with rather vague abdominal distress She 
has had some arthritis and some skin eruptions similar to the 
eruptions that occur not infrequently in rheumatic infections 
She has consulted a number of physicians and has placed herself 
upon a strict diet and has looked into the question of a possible 
focal infection She has had her teeth examined and put in con 
dition and tonsils remov ed Her general condition is at present 
fair She was in a sanitarium under medical management some 
months ago and had an expert make an x ray examination of 
the abdomen He found a shadow which he believed was a 
gall stone in the gall bladder She has never had any outspoken 
clean cut gallstone colic attacks She has however had defi. 
mte tenderness over the gall bladder and some abdominal tender 
ness m that region nothing however sufficiently severe to be 
characterized as gall stone colic 

She came to me a few days ago fully determined to have aji 
operation on her gallbladder I referred her to a medical 
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be possible If the operator remained on the right side of the 
patient In freema the lower part of the gall bladder, or at last 
that portion of the gallbladder leading to the cystic duct, I 
clamp the cystic artery and some connective tissue which binds 
the gall bladder pretty firmly to the liver at a point about 1 
inch posterior to the cystic duct proper, divide the cystic artery 
and this connective tissue with the scissors This enables me 
with the blunt closed end of a pair of artery forceps to separate 
the neck of the gall bladder from the liver and to expose the 
cystic duct and isolate it from any surrounding tissues \ou 
see wc now have the gall bladder suspended from the cystic 
duct like a jiear with its 6tem I clamp the cystic duct with s 
pair of full curved forceps made for that particular purpose and 
palpate quite carefully the proximal end of the cystic duct to 
be sure I am leav ing no stones I place another pair of curved 
forceps just proximal to the first pair an 1 divide the cystic duct 
with curved scissors I n this case I ligate both the cystic artery 
and cystic duct with the same ligature of moderate sized catgut 
I do this because the entire pedicle composed of cy* t,c M eT Y 
and duct is rather small and we can handle it very easily 
m this way These full curved forceps made for this special 
purpose arc of particular value because they enable me to tip 
the catgut proximal to the forceps and be sure that when the 
catgut M lied the forceps are not incluied 

I now remove the forceps and shall introduce a split rubber 
drain containing a wick of iodoform gauze Thu is carried 
down to the stump of the cy Stic duct and left in contact with the 
rough surface of the liver from which the gall bladder has been 
dissected The incision is closed in the usual way with catgut 
through the peritoneum silkworm gut sutures throw, h the rest 
of the layers placing them about | inch apart medium sized 
catgut in the anterior sheath of the rectus, an 1 silk in the skin 
Some doctors who have visited our dime have sometimes 
asked the question why we drain these cases and why we do 
not make a complete closure as has been a /located by some 
surgeons Our experience is that a certain number of these cases 
leak bile for a few days, sometimes for a week or two Asa rule 
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a rather normal looting gall-bladder, but on picking it up be- 
tween the thumb and finger of my right band I find a large 
nodular, single stone in the neck of the gall-bladder. I shall 
remove it just as X did in the previous case, standing first on the 
right side of the patient until I have freed the fundus and pos- 
terior two-thirds of the gall-bladder freely from the liver, then 
stepping to the left side of the patient and completing the more 
difficult dissection of separating and isolating the cystic duct. 
This is done, as you notice, with little difficulty I clamp the 
cystic artery separately, damp the cystic duct, and remove the 
gall-bladder and posterior portion of the cystic duct. I find no 
evidence of any lesion of the common duct, pancreas, duodenum, 
pjlorus, or pjloric end of the stomach We dose the incision 
in exactly the same way as in the previous case, leaving in a 
split drainage-tube containing an iodoform wick. 

On opening the gall-bladder removed you see that it con- 
tains a single, very peculiar looking stone covered with small 
round projections, looking like an encapsulated mulberry cal- 
culus. The stone feels very heavy in one’s hand, very much 
heavier than an ordinary gall-stone, and I have no doubt 
that we will find it contains a good deal of carbonate of caldum, 
and that is why it gives such a definite shadow We shall use 
this calculus in the same experiments that I said we would make 
with the calculi removed from the first patient, and we shill 
also have it carefully examined. 

Before dosing this morning I want, in connection with these 
cases, to refer to a case which we operated on several years ago 
in this clinic in which we believed that we had very definite 
evidence of stone in the common duct. A minister was brought 
to the service with profound jaundice, due, as we believed to 
common duct obstruction. The x-ray picture showed a small 
rather round or ova! calculus about J inch in diameter apparently 
in the common duct. I operated upon that patient and found 
a calculus of about the same size and approximately the same 
shape as the shadow which we had on the x-ray plate. He went 
on to a very satisfactory recovery. I was astonished, however, 
when I examined this stone to find how light it was in the hand’ 
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a rather normal looking gall bladder, but on picking it up be- 
tween the thumb and finger of my right hand I find a large 
nodular, single stone in the neck of the gall bladder I shall 
remove it just as I did in the previous case, standing first on the 
right side of the patient until I have freed the fundus and pos- 
terior two-thirds of the gall bladder freely from the liver, then 
stepping to the left side of the patient and completing the more 
difficult dissection of separating and isolating the cystic duct 
This is done, as you notice, with little difficulty I clamp the 
cystic artery separately damp the cystic duct, and remove the 
gall bladder and posterior portion of the cystic duct I find no 
evidence of any lesion of the common duct, pancreas, duodenum, 
pylorus, or pyloric end of the stomach We close the incision 
in exactly the same way as in the previous case, leaving in a 
split drainage tube containing an iodoform wick 

On opening the gall bladder removed you see that it con- 
tains a single, very peculiar looking stone covered with small 
round projections, looking like an encapsulated mulberry cal- 
culus The stone feels very heavy in one’s hand, very much 
heavier than an ordinary gall stone, and I have no doubt 
that we will find it contams a good deal of carbonate of calcium, 
and that is why it gives such a definite shadow We shall use 
this calculus in the same experiments that I said we would make 
with the calculi removed from the first patient, and we shall 
also have it carefully examined 

Before closing this morning I want, in connection with these 
cases, to refer to a case which we operated on several years ago 
in this clinic m which we believed that we had very definite 
evidence of stone m the common duct A minister was brought 
to the service with profound jaundice, due, as we believed to 
common duct obstruction The x ray picture showed a small, 
rather round or oval calculus about $ inch m diameter apparently 
in the common duct I operated upon that patient and found 
a calculus of about the same size and approximately the same 
shape as the shadow which we had on the x ray plate He went 
on to a very satisfactory recovery I was astonished, however, 
when I examined this stone to find how light it was in the hand’ 
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and I wondered why it had thrown such a definite shadow In 
experimenting with it I found that we could not ohtairi a shadow 
of the stone in a piece of liver tissue I therefore took a picture 
of the patient after he had recovered and very mi'-ch to our 
surprise we found that he still had exactly the same shadow that 
we had found before operation It proved that the stone which 
we had removed although it was apparently the same size was 
in no way responsible for the shadow found on the x ray We 
came to the conclusion that that shadow was either a silent cal 
cuius in the kidney or a shadow due to some calcareous deposit 
m a lymph gland 

I mention this case because in this second case which we 
have just operated upon the shadow shown in the x ray is ap- 
parently m the liver tissue itself After this patient recovers 
we shall take another x ray picture and see if she still has this 
same shadow In the light of the experience which we have 
just refereed to 1 s"haH not "be greatly surprised ll it were Aiown 
that she still had the shadow which we have found on this 
plate and w her case of course it will have to be interpreted as 
probably a calcareous deposit m a lymph gland 

There is just one other point which I would bke to mention 
in connection with the * ray in these cases that is the inflation 
of the peritoneal cavity with oxygen gas before taking x ray 
pictures This method was demonstrated at the last meeting 
of the American Medical Association at Atlantic City and some 
of the results obtained were certainly very definite and we were 
all impressed with the fact that this mighc increase very greatly 
the usefulness of the x ray as a means of diagnosis m abdominal 
lesions 



FIBROMA OF LARGE INTESTINE 

Summary A patient presenting a left sided abdominal tumor, melena, and 
increasing evidence of intestinal obstruction, diagnosis discovery at 
operation of submucous fibroma of splenic flexure heading intussusceptuni 
into descending colon and sigmoid advantages of muscle splitting incision 

This is a case of Dr B W Sippy s, in which, even after a 
most exhaustive study, a definite clinical diagnosis cannot be 
made 

The patient is a man of thirty four who has had for a year 
or more hemorrhage from the bowel and, from the evidence 
obtained, quite certainly from the large intestine At one time 
a diagnosis of ulcerative hemorrhagic colitis was made and the 
patient put upon medical management, on which he improved 
a good deal Recently, however, symptoms have become worse, 
and a new feature has presented itself in the case, in that a large 
definite tumor mass has been recently discovered m the left 
lower quadrant of the abdomen There has been no evidence of 
tuberculosis either in the lungs or m the intestine, although the 
possibility of tuberculosis must be considered His age makes 
carcinoma improbable, although it does not eliminate that pos- 
sibihty The definite and greatest pieces of evidence that we 
now have are that the patient is thirty five years of age, that 
he has had bleeding from the bowel for more than a year, that 
the hemorrhage is evidently from the large intestine There 
has been no associated fever suggestive of tuberculosis, and 
now within the last few weeks there has developed a large, 
definitely palpable mass in the left lower quadrant of the abdo- 
men associated with evidences of partial obstruction of the large 
intestine I am quite frank in saying that I am unable, and 
Dr Sippy feels the same way, to make a definite clinical diagnosis 
irom these facts On account of the obstructive symptoms that 
have disturbed him, and the presence of this tumor mass, I re- 
gard an exploratory as imperative to determine the character 
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of the lesion and vre shall of course do whate\ er is necessary 
if we are able to find the definite pathology 

I shall employ here an ether anesthetic and shall do as we 
usually do in these cases make a left muscle-splitting incision 
for the purpose of diagnosis and we shall probably do whales er 
opera ti\e procedures are required through this same incision. 
You see that I am making exactly the same «ort of an incision 
that we use for an appendix operation except that it is upon the 
left side I shall make it probably half again as long as an 
ordinary appendix incision (Fig 472 c) This divides through 
the skin superficial fascia and external oblique I now retract 
the aponeurosis of the external oblique widely and split the fibers 
of the internal oblique and trans\ ersalis with two blunt dissect 
mg forceps This hnngs me down to the peritoneum I now 
male an inasion through the peritoneum parallel to the fibers 
of the internal oblique and transversals Introducing both 
hands I now stretch this incision pretty widely so as to gn e me 
a full exposure of this field I at once come down to the large 
intestine apparently the sigmoid and draw this out through the 
inasion The intestine is perfectly movable but it contains a 
large mass which is apparently inside the bowel and which I 
can see shining through the distended intestine. It feels to me 
as though we had a mass about the size of an egg or a little larger 
inside the intestine at this point. From its color it looks as though 
it might be some foreign body like a hair ball. It is also fairly 
movable inside the caliber of the intestine I am unable to make 
a definite diagnosis e\ en now that we have this loop of intestine 
in our fingers I shall open the bowel and as you see I first 
damp the intestine off with two pain of intestinal forceps pro- 
tected with rubber tubing so as to pre\ ent any escape of fecal 
material and also to control the bleeding Walling off the 
intestine with two pads I make an incision through the longi 
tudinal band of fibers in the large intestine o\ er this mass. 
This inasion you will notice is about 2 inches m length As 
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of the lesion and we shall of course do whatever is necessary 
if we are able to find the definite pathology 

I shall employ here an ether anesthetic and shall do as we 
usual!} do m these cases make a left muscle-splitting incision 
for the purpose of diagnosis and we shall probably do whatever 
operative procedures are required through this same incision. 
You 'ee that I am making exactly the same ^rt of an incision 
that we use for an appendix operation except that it is upon the 
left side I shall make it probabl} half again as long as an 
ordinary appendix incision (Fig 472 c) This divides through 
the skin superficial fasaa and external oblique I now retract 
the aponeurosis of the external oblique widely and «pht the fibers 
of the internal oblique and transv ersalis with two blunt dissect 
mg forceps This brings me down to the peritoneum I now 
make an incision through the peritoneum parallel to the fibers 
of the internal oblique and trans\ ersahs Introducing both 
hands I now stretch this incision pretty widely so as to give me 
a full exposure of this field I at once come down to the large 
intestine apparentl} the sigmoid and draw this out through the 
incision The intestine is perfectly movable but it contains a 
large mass which is apparently inside the bowel and which I 
can see shining through the distended intestine It feels to me 
as though we had a mass about the size of an egg or a little larger 
inside the intestine at this point From its color it looks as though 
it might be some foreign bod} like a hair balL It is also fairly 
movable inside the caliber of the intestine I am unable to make 
a definite diagnosis e\ en now that we have this loop of intestine 
m our fingers I shall open the bowel and as you see I first 
damp the intestine off with two pairs of intestinal forceps pro- 
tected with rubber tubmg so as to prevent any escape of fecal 
material and aLo to control the bleeding W alling off the 
intestine with two pads I make an incision through the longi 
tudmal band of fibers m the large intestine over this mass. 
This inasion yon will notice is about 2 inches in length. As 
I open the bowel I push the mass out through this incision m the 
bowd walk It loots at first as though it might be a foreign body, 
like a hair ball and y et as I attempt to draw it out of the m 
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testme I find it is attached to the mucosa of the intestine Ex 
anumn g it more carefully I find that it is a tumor about the sue 
of a large egg springing from the inner surface of the intestine. 
The mucous membrane co\ errng the tumor is necrotic and black. 

I shall attempt to dissect the tumor from the bowel wall. 
Dividing the mucoua membrane at the base of the tumor I 
find I can dissect the tumor out rather readily as one can a 
my oma from the uterus There is a definite capsule to the tumor 
and a definite line of deaiage which I can follow I base now 
remo\ ed the tumor (Fig 473 < 2 ) I split it open and find that 
it is evidently a fibroid tumor which has become gangrenous from 
a cutting off of its blood-supply I now carefully sew up the 
mucous membrane of the intestine at the point from which I 
ha\ e dissected the tumor doing this with a continuous suture 
and controlling the hemorrhage completely (Fig 473 b) how 
with three rows of sutures I dose the wound in the intestinal 
wall which I made to expose the tumor \ou notice I do this 
with a great deal of care so as to control the bleeding perfectly 
and to obtain a\ery accurate closure so as to prei ent any pos- 
sibility of leakage using this suture through the mucosa and 
then a second through the musculans and peritoneum and 
finally a \ery accurately applied Lembert suture (Fig 473 c ) 
Cleaning out with a moist pad around the suture line I now 
remove the pads and it is evident that I ha\e to deal 
with a \ ery extensile mi agination of the large intestine I 
shall attempt to disinvagmate the intestine and after I have 
accomplished this I shall examine the bowel carefully to see 
whether it will be necessary to resect the intestine on account of 
gangrene at any point I shall handle the intestine with the 
greatest possible care m this di= invagination I am doing this 
sery slowly as you see in the gentlest possible way and it 
takes eight or ten minutes for me to disinvagmate the boweL 
\ ou will notice that the amount of bowel that was m vagina ted 
was surprisingly large certainly IS or 18 inches how that I 
haie succeeded in disin vagina ting it completely you will see 
that the point of origin of the tumor must hn\ e been about the 
splenic flexure of the colon (Fig 472 a b) That is evident 
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473 — a, Excision of tumor, b, mucous membrane sutured over site of 
tumor, e, Lembert suture completing closure of incision m intestinal watl 
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testine I find it is attached to the mucosa of the intestine Ex 
aminm g it more carefully I find that it is a tumor about the size 
of a large egg c pnngmg from the inner surface of the intestine. 
The mucous membrane co\ errng the tumor is necrotic and black. 

I shall attempt to dissect the tumor from the bowel wall. 
Dividing the mucous membrane at the base of the tumor I 
find I can dissect the tumor out rather readily as one can a 
my oma from the uterus There is a definite capsule to the tumor 
and a definite line of cleavage which I can follow I ha\e now 
remo\ ed the tumor (Fig 4/3 c) I split it open and find that 
it is evident]} a fibroid tumor which has become gangrenous from 
a cutting off of its blood-suppl} I now carefullj sew up the 
mucous membrane of the intestine at the point from which I 
ha\e dissected the tumor doing this with a continuous suture 
and controlling the hemorrhage completely (Fig 473 b) Now 
with three rows of sutures I dose the wound in the intestinal 
wall which I made to expose the tumor \ ou notice I do this 
with a great deal of care so as to control the bleeding perfectly 
and to obtain a 1 ery accurate do'ure so as to pre\ ent any pos- 
sibility of leakage u_mg this suture through the mucosa and 
then a second through the musculans and peritoneum and 
finally a very accurately applied Lembert suture (Fig 473 c) 
Cleaning out with a moist pad around the suture line I now 
remove the pads and it is evident that I ha\ e to deal 
with a \ery extensive invagination of the large intestine I 
shall attempt to disinvaginate the intestine and after I ha*e 
accompli. bed this I shall examine the bowel carefully to see 
whether it will be necessary to resect the intestine on account of 
gangrene at any point I shall handle the intestine with the 
greatest possible care in this dnanvamnation I am doing this 
very slowly as you see in the gentlest possible way and it 
tabes eight or ten minutes for me to dismvagmate the boweL 
\ou wiff notice that the amount of bowel that was urvagmated 
was surprisingly large certainly 15 or 18 inches Now that I 
ha-ve succeeded in disinvagmating it completely you will «ee 
that the point of origin of the tumor must ha% e been about the 
cplemc flexure of the colon (Fig 472 o b) That is evident 






Fig 474 — a, Heavy silk suture passing through all layers of abdominal 
nail aid mesocolon anchors suspicious portion of colon to region of incision, 
b, gndiron effect of the muscle splitting incision the incision in the internal 
oWique and transversals (sees -w depths oS nound completely sutured) lies 
at right angles to that through overling tissues c, closure completed Ten- 
sion sutures tied with bow knots to facilitate reopening of wound if that be- 
come# desirable 


*339 


1338 ARTHUR DEAN BEVAN 

because we can see that the left edge of the omentum is ]ust 
about at the point where the tumor was situated There is no 
evidence of gangrene of the intestine and I do not think it will 
be necessary to resect it I shall, howev er, for safety anchor this 
portion of the bowel to the external incision and leave some 
drainage down to this point, so that in the event that any leak 
age does occur from gangrene of the bowel, we shall have it 
under very good control (Fig 474) 

The rest of the muscle-splitting incision is closed in the 
usual way I want to call your attention to the great movabihty 
of this entire section of the large intestine, that I can bring the 
splenic flexure down and out through this incision in the left 
lower quadrant without any difficulty Of course this mova 
bflity is the result of the changes that have occurred gradually, 
and it is evident that this invagination is a chrome affair and 
has been going on for a long tune, for it is only recently that his 
condition has become so aggravated as to produce partial ob- 
struction and give rise to the picture of a definite tumor It 
will, of course, be necessary for us to make a microscopic exaouna 
tion of the mass, but I should say without much hesitation from 
all the evidence that it is a benign tumor, presumably a fibroma 
springing from the submucosa We have had several simil ar 
experiences, but nothing that is absolutely identical with this 
case I hav e operated uj on a number of cases where papilloma 
of the large intestine had produced intussusception Sometimes 
these are single hut as a rule the cases have been those in 
which a large papilloma had produced intussusception hut in 
which we found multiple papillomatous tumors Apparent!} in 
this case we hav e a single tumor to deal with 

A ote —The after history of the case was particularly inter 
esting He had as we feared an infection of the wound evi 
dentlv a colon infection with a very foul odor I immediately 
opened up the wound fully cleaned it out thoroughly with 
peroxid and dressed it with moist bone dressings Very rapidly 
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MANAGEMENT OF NEGLECTED CARCINOMA OF THE 
BREAST 

Summary A patient presenting a large ulcerating carcinoma of the breast with 
extensive regional glandular involvement and marked edema, with pain 
of the arm and hand on the affected aide technic of preliminary Roentgen 
ray and radium treatment — results radical operation with the cautery 
knife protection of axillary structures from contracting scar postoper 
atlve dressings 

This patient is a woman fifty four years of age, admitted to 
the hospital July 19, 1918, suffering from an inoperable cancer of 
the right breast 

Family Bistory —Negative — no cancer on either side 
Menstrual History —Puberty at fifteen years of age Never 
had any disturbances of the sexual organs Climacteric at fifty 
Four para — two full term, two miscarriages 
Habits — Good, appetite poor, bowels regular 
Present Complaint — One year ago she noticed a lump about 
the size of a small hickory nut in the upper portion of her nght 
breast This gradually became larger The mass was painless 
until it began to ulcerate about six weeks ago About this time 
she noticed a swelling in the axilla which rapidly grew larger 
Four weeks ago her arm began to swell and pain, causing sleep 
less nights She has been taking anodyne tablets to relieve the 
pain She has lost considerable weight during the last month 
and has noticed rapid graying and loss of hair 

Physical Examination — The patient is a little old woman of 
waxy color who looks acutely ill Both pupils are contracted 
Her pulse is slow and full the left being greater than the nght 
The artery walls are not palpable Heart and lungs are negative 
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about fifteen or eighteen days almost as rapidly as though no 
infection had occurred During this penod of the colon inJec 
tion the man s general condition was v eiy good The tempera 
ture at first went up to 102° or 103° F , but came down to nor 
real in a day or two after the wound was opened up and im 
gated He had no evidences of peritonitis and no evidence of 
paralytic ileus or mechanical obstruction to the intestine He 
went on to a most satisfactory ieco\ ery without any tendency 
to henna I want to emphasize this last point because it demon 
strates very dearly the value of the muscle-splitting inasion 
in this case With the muscle splitting incision even though a 
sharp acute infection occurred there was no difficulty in pre- 
venting any hernia or any protrusion of the abdominal con 
tents. 

Microscopic examination of the specimen showed that it was 
a simple fibroma 
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MANAGEMENT OF NEGLECTED CARCINOMA OF THE 
BREAST 

Summary A patient presenting a large ulcerating carcinoma of the breast with 
extensive regional glandular Involvement and marked edema with pain 
of the arm and hand on the affected a de technic of preliminary Roentgen 
ray and radium treatment — results radical operation with the cautery 
knife protection of axillary structures from contracting scar postoper 
ative dressings 

Tms patient is a woman fifty four years of age, admitted to 
the hospital July 19, 1918, suffering from an inoperable cancer of 
the right breast 

Family History — Negative— no cancer on either side 
Menstrual History —Puberty at fifteen years of age Never 
had any disturbances of the sexual organs Climacteric at fifty 
Four para— two full term, two miscarriages 
Habits — Good, appetite poor, bowels regular 
Present Complaint —One year ago she noticed a lump about 
the size of a small hickory nut in the upper portion of her right 
breast This gradually became larger The mass was painless 
until it began to ulcerate about six weeks ago About this time 
she noticed a swelling m the axilla which rapidly grew larger 
Four weeks ago her arm began to swell and pain, causing sleep 
less nights She has been taking anodyne tablets to relieve the 
pain She has lost considerable weight during the last month 
and has noticed rapid graying and loss of hair 

Physical Examination — The patient is a little old woman of 
waxy color, who looks acutely ill Both pupils are contracted 
Her pulse is slow and full, the left being greater than the right 
The artery walls are not palpable Heart and lungs are negative 
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In the upper quadrant of the right breast there is a large, 
necrotic, ulcerating mass (Fig 475, 1) The ulcer is elliptic, 
measuring 4x5 inches The edges are irregular and somewhat 
raised, and the surface of the ulcer is covered with a grayish, 
necrotic, granular mass The breast is firmly fixed to the chest 
wall and is edematous and hard throughout There is indura* 
Uon. of the pectorahs major muscle and an invasion of the 
infraclavicular lymph glands The axillary glands are matted 
together and form a mass 3x4 inches in size These glands are 
hard and immovable The entire right upper extremity is hard 
and edematous 

From the history of the case you can readily see that an 
operation was contraindicated when this patient was admitted, 
for the following reasons 

1 Extensive ulceration and infection of the skin 

2 Marked cachexia 

3 Inability to remove the entire disease, both breast and 
nodules bang fixed and immovable 

The case looked so hopeless that several surgeons advised 
her not to have any surgical interference as this would only 
shorten her life She was given a prescription for some anodyne 
tablets to relieve the pain m the arm and produce sleep 

As is our practice in all tumors of the breast, as a preliminary 
step to the radical operation, this patient was referred to Dr 
Henry Schmitz for Roentgen ray and radium treatment His 
wide experience has enabled him so to perfect the raying technic 
in these cases that recurrences are exceptional The patient 
received the following treatment 

July 20th 100 mg of radium element were applied to the 
ulcer for fourteen hours and to the four fields surrounding the 
ulcer for a duration of six hours each, the total amount b eing 
3800 milligram hours of radium element 

July 27th seventeen Roentgen ray applications of 75 milliam - 

Fig 475 — 1 Appearance of breast on adnnss on to hospital Note crater 
vkw *1.4 numerous nodules in axifia and m the supra and infraclavicular 
foss* 2 patient after massive doses of Roentgen rays and radium Line of 
Operative incision ind cated by dotted hue 
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pcre minutes each were gi% eo, the filter being 4 mm. of aluminum, 
focal distance 20 an , and spark gap 8 inches 

August 6th, four Roentgen ray applications of 50 mflham- 
pere minutes each were gnen to the spine, three applications of 
50 xnflhampere minutes each to the upper end of each femur 
and the inguinal region, and two applications of the same dura 
tioQ to the upper end of each humerus 

August 13th, 100 mg of radium element were applied to the 
three areas for *ix hours each, making a total of 1800 milligram 
hours of radium element 

August 20th, the same treatment was given to 'pine, femur, 
and humerus as on August 6th 

August 27th, eleven Roentgen rays of 75 mflliampere minutes 
each were applied to the posterior chest 

September 5th the same treatment as on August 6th was 
given to spine, femur, and humerus 

September 15th, 100 mg of radium element were applied to 
three areas for four hours each, making a total of 1200 milligram 
hours of radium element 

October 5tb the same treatment as on August 6th was given 
to spine, femur, and humerus 

Today j ou see a widely different picture from the one pre- 
viously described in this history (Fig 475, 2) The tumor of 
the breast is smaller, well localized, and freely movable, the 
ulcer is about one third the original size dry, and almost entirely 
healed The mass in the axilla is reduced about one third and 
is freely movable The infiltration of the surrounding breast 
areas and the sw ellrng of the arm have disappeared There are 
no palpable glands in the mfradavicular region. The patient’s 
health has great!) unprosed, she has gained 8 pounds in weight, 
the pain in the arm disappeared completely after the third ray- 
ing and she has since been able to sleep without an anodyne 
Although this patient should have had a radical operation 
when the tumor first made its appearance, she is still an “early” 
case because 'he is of the “'pare” type with no loose fatty 
tissue It was Dr John B Murphy's 1 teaching that “this «pare 
»Ounc*°f JotaB Morphy, M No J p t«8 
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type has a tendency to the production of connective tissue for 
the encapsulation of the malignant cells holding them localized 
for a long period of time so that the chances for recurrence are 
comparatively slight The malignant cells in this case have 
not passed out of the lymphatics of the axilla and infraclavicular 
regions the supraclavicular region appears to be free from the 
disease and radiographs of the long bones the spinal column 
and the thorax show no metastases Furthermore the prog 
nosis in this case is good because she is of the cancer age (be 
tween thirty five and sixty) the lymphatics at this age are not 
so large and actne as in the younger patients 

When operating on patients at the stage of extensive glandu 
lar involvement and ulceration we prefer to use the electro 
cautery knife mstead of the steel knife because it lessens the 
danger of dissemination by knife implantation The cautery 
immediately seals the blood and lymph vessels which carry the 
metastases and the heat kills the cancerous products 

Dr A J Ochsner has used the cautery knife together with 
soldering irons in these advanced cases for a good many years 
One case operated sixteen years ago consulted him m this clunc 
a few days ago for some minor trouble statmg that she had been 
well smee operation There is no sign of recurrence 

Operation — The patient was given a hypodermic of mor 
phin sulphate gr £ and atropin gr rh one half hour ago 
The morphin is given to prolong the anesthesia after cessation 
of the ether which is the anesthetic used the at ropm to prevent 
inhalation pneumonia due to accumulation of mucus in the 
pharynx With the patient in the recumbent position the ether 
is slowly and gradually given to complete anesthesia This re 
quires twenty to thirty minutes by the drop method We now 
raise the head of the table as recommended by Dr A J Ochsner 
m his goiter operations to an angle of about 45 degrees which 
as he says produces anemia of the brain serving to make the 
anesthetic received effectual during operation We do this be 
cause we cannot continue with ether in the presence of the hot 
cautery knife on account of its combustibility Before begin 
mug cauterization the ether should be removed and the face 
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covered with a wet towel to prevent ignition of exhaled ether 
Should it become necessary to re anesthetize, lower the head and 
be sure to remove the cautery knife 

The technic which we are using in this clinic is the following 
The line of incision is marked out on the 10dm coated skin 
by means of an applicator moistened in alcohol, this removes 
the 10dm and leaves a line to be followed by the cautery knife 
We plan our incision with a view to removing all skm tissue 
which may possibly be carcinomatous, regardless of the possi- 
bility or impossibility of coaptation afterward There is little 
danger of removing too much, but there is great danger of re- 
moving too little In the cases where metastases have oc- 
curred necessitating extensive removal of the integument, no 
attempt should be made to close the wound by traction Either 
it should be allowed to close by epithelization or skin grafting 
should be resorted to later We should, however, use all avail- 
able skm free from cancer to the best advantage m closing the 
axilla but in this case it is necessary to remove not only the 
entire skin of the axilla, but considerable skin of the arm as 
well This would bring the scar directly over the axillary ves 
sels and our patient would be in the same lamentable condi 
tion she was before receiving the Roentgen rays The scar 
pressing on the axillary vessels and nerves would produce pain 
and edema of the arm To prevent this we use the pectoralis 
minor muscle to cover the vessels This method was intro- 
duced into this clinic fifteen years ago by Dr Nelson M Percy 
The electrocautery knife is heated to a “white” heat and the 
integument is divided along the line of incision This is the 
only time during the entire operation that a ‘ white” heat is 
required, but owmg to the toughness of the integument a lesser 
degree of heat will not divide it The lesser, or “cherry red ’ 
heat, is preferred in the deeper tissues for the reason that tbe 
‘‘white’’ heat is very destructive and if used m the axilla, where 
the arteries and nerves are m close proximity to the disease, 

Fig 476 —3 Removal of cancerous t ssues tn masse with electric cautery 
peginmrgr dissection at the sternum 4 stump of pectoralis tn nor muscle 
utuued to cover axillary structures S operation completed 
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there is great danger of then - destruction, furthermore the 
“white” heat cuts the blood x esse Is, causing hemorrhage whereas 
the “cherry red ’ heat seals them preventing hemorrhage and 
metastases The heat is gauged by bolding the parts that are 
to be remoxed with the free gloved hand and keeping it dose 
to the cautery knife. 

V, e begin the removal at the sternum in this case simply 
because it facilitates the dissection (Fig 476, 3) When using 
the electrocautery it is imm aterial whether you begin at the 
sternum or at the axilla , hemorrhage and metastases being pre- 
vented by its use, whereas when the steel knife is used the 
better technic is to begin at the axilla By so doing you ligate 
the vessels at their tranks and thus prevent cutting and recut 
ting them after they have divided into many branches as is the case 
when you begin at the sternum, causing hemorrhage and shock. 
W e remove the entire pectorahs major muscle as well as the fascia 
of the upper portion of tie anterior sheaths 0/ both recti mus- 
cles care bang taken not to go through the intercostal spaces 
with the cautery knife, thus injuring the pleura, lungs or pen 
cardium W e then separate the pectorahs min or muscle at its 
origin, turn it back, remex e all glands, fat, and fascia from the 
axilla by gauze dissection, sexenng the \essels with the cautery 
knife, after which we coxer the axillary vessels with the pec 
toralis minor muscle (Fig 47 6, 4) The entire breast, nodules, 
fat, and fasaa, are now removed, together with the sheaths 
coxenng the lower portion of the serratus rnagnus and the upper 
portion of the external oblique musde, in one piece 

The skin edges are approximated at the arm without tension 
the remainder of the wound cannot be approximated but we 
continue our sutures across the entire field to prex ent retraction 
and folding in of the flaps (Fig 476 5) 

The wound is dressed with a sterile x-asehn dressing which 
u not disturbed for forty-eight hours At the second dressing 
the wound is gently cleansed after which we wall apply warm 
wet compresses of chlorazene solution 0 25 per cent These 
dressings are not allowed to dry so as to prex ent sticking The 
dressings are changed daily until the wound is dean and free 
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from all sloughs the patient receiving at the same time post 
operative * ray treatments at intervals of two weeks consisting 
of four courses of fourteen applications each nine fields over the 
chest two on each side of the neck and one over the posterior 
axilla each field receiving 75 milk ampere minutes treatment 
As soon as the wound is clean the compresses of chlorazene 
are discontinued and hot panesine is used as follows The w ound 
is first cleansed with chlorazene or boric acid solution then dried 
with an electric hot air drier after which the entire wound as 
well as about 1 inch of the surrounding skin is sprayed evenly 
with hot parresme covering the whole surface with pieces of 
lace mesh each piece measuring about 4x6 inches These 
pieces of lace mesh are thickly covered with hot parresme ap- 
plied with a camel s-hair brush A thin layer of cotton is then 
applied and is in turn covered with hot parresme The whole 
surface is covered with gauze and held in place by a gauze roller 
bandage These dressings are changed every twenty four to 
forty eight hours dependmg upon the amount of serous secre 
tion present The improvement in the condition of the wound 
is astonishing epithelization takes place rapidly and is not in 
terfered with by the x ray as are skin grafts 
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tiere is great danger of their destruction, furthermore, the 
* white” heat cuts the blood % essels, causing hemorrhage, whereas 
the "cherry red” heat s eals them, preventing hemorrhage and 
metastases The heat is gauged by holding the parts that are 
to be removed with the free gloved hand and keeping it dose 
to the cautery knife 

We begin the removal at the sternum in this case simply 
because it facilitates the dissection (Fig 476 3) When usmg 
the electrocautery it is immaterial whether you begin at the 
sternum or at the axilla hemorrhage and metastases being pre- 
vented by its use, whereas, when the steel knife is used the 
better technic is to begin at the axilla By so domg you hgate 
the a essels at their tr unks and thus prevent cutting and recut 
ting them after they hav e divided into many branches, as is the case 
when you begin at the sternum, causing hemorrhage and shock. 
We remove the entire pectorahs major musde as well as the fascia 
of the upper portion of the anterior sheaths of both recti mus- 
cles, care being taken not to go through the intercostal spaces 
with the cautery knife, thus injuring the pleura, lungs, or pen 
cardmm We then separate the pectorahs minor musde at its 
ongin, turn it back, remove all glands, fat, and fascia from the 
axilla by gauze dissection, severing the vessels with the cautery 
knife, after which we cover the axillary vessels with the pec 
torahs minor musde (Fig 476, 4) The entire breast, nodules, 
fat, and fascia, are now removed, together with the sheaths 
covering the lower portion of the serratus magnus and the upper 
portion of the external oblique musde in one piece 

The skin edges are approximated at the arm without tension, 
the remainder of the wound cannot be approximated, but we 
continue our sutures across the entire field to prev ent retraction 
and folding in of the flaps (Fig 476 5) 

The wound is dressed with a sterile vaselm dressing which 
is not disturbed for forty-eight hours At the second dressing 
the wound is gently deansed, after which we will apply warm 
wet compresses of chlorazene solution 0 25 per cent These 
dressings are not allowed to dry , so as to prevent sticking The 
dressings are changed daily until the wound is dean and free 



CLINIC OF DR EMMET A FRINTY 

Provident Hospital 

CHOLELITHIASIS WH CHRONIC EMPYEMA OF GALL- 
BLADDER: TECHNIC OF CHOLECYSTECTOMY 

Summary D«ta led description of technic of cholecystectomy Importance of 
wall ng off pouch of Morrison exposure of bile-ducts — method of isolating 
cystic duct and artery without endangering common duct or portal vein 
exploration of the ducts— an original method of determining the patency 
of the common duct ligation of stump of cystic duct— how to place a 
deep ligature 

The patient is a married woman aged fifty-one She was 
admitted to the hospital complaining of dull pains of varying 
intensity in the nght hypochondriac region, which sometimes 
radiated to the angle of the nght scapula There was some 
epigastnc distress, with occasionally a slight feeling of nausea 
The patient was not constipated, had never been jaundiced, and 
never had bad any severe attacks of pam, except at one tune, 
two weeks ago when she had a bnef attack with sharp and 
severe colicky pains in the right upper quadrant 
Family and past histones were negative 
Physical ex amin ation showed marked tenderness over upper 
nght rectus at costal margin, and upper part of muscle was very 
ngid A tumor like mass could be palpated m gall bladder region 
Examination otherwise negative 

Temperature normal, white count, 8600 
A diagnosis was made of gall stones with chronic empyema 
of gall bladder As the pam appeared to be subsiding it was 
deemed wise to keep the patient at rest for a few days before 
undertaking radical surgical measures She has now been under 
observation for ten days and we feel that the tune is npe for 
operation 

Operation —We make this incision m the right rectus muscle, 
about 1 to lj inches from the nndline By making the inc isi on 
I3S* 
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CHOLELITHIASIS WITH CHRONIC EMPYEMA OF GALL- 
BLADDER: TECHNIC OF CHOLECYSTECTOMY 

Summary Detailed description of technic of cholecystectomy importance of 
walling off pouch of Mormon exposure of bile-duct#— method of isolating 
cystic duct and artery without endangering common duct or portal vein, 
exploration of the duct#— an original method of determining the patency 
of the common duct ligation of stump of cystic duct— how to place a 
deep ligature 

The patient is a married woman aged fifty-one She was 
admitted to the hospital complaining of dull pains of varying 
intensity m the nght hypochondriac region, which sometimes 
radiated to the angle of the nght scapula There was some 
epigastric distress, with occasionally a slight feeling of nausea 
The patient was not constipated, had never been jaundiced, and 
never had had any severe attacks of pain, except at one time, 
two weeks ago, when she had a brief attack with sharp and 
severe colicky pains m the right upper quadrant 
Family and past histories were negative 
Physical examination showed marked tenderness over upper 
nght rectus at costal margin, and upper part of muscle was very 
ngid A tumor like mass could be palpated m gall bladder region 
Examination otherwise negative 

Temperature normal, white count, 8600 
A diagnosis was made of gall stones, with chronic empyema 
of gall bladder As the pain appeared to he subsiding, it was 
deemed wise to keep the patient at rest for a few days before 
undertaking radical surgical measures She has now been under 
observation for ten days and we feel that the time is npe for 
operation 

Operation —We make this incision m the nght rectus muscle, 
about 1 to inches from the midline By making the incision 
*3 SI 
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medial to the outer third of the muscle (that is, anywhere m 
the medial two-thirds of the muscle) we avoid mjunng those 
intercostal nerv e branches and their accompanying vessels which 
enter the muscle usually about the junction of the outer and 
middle thirds The inasion extends from the costal margin to 
the lev el of the umbilicus If the patient is very fat, or more 
room is required we curve upward along the rib margin to the 
tip of the ensiforrn cutting the skin and fat only This enables 
us to retract widely the cutaneous and fat margins and aids in 
decreasing the depth of the wound 

We have here a mass of adhesions between the ventral sur 
face of the liver and the omentum colon and duodenum. The 
gall bladder canno t be seen (Fig 477) Howev er we can soon 
locate the region in winch it should be Here you see a deep 
deft in the liver margin which indicates the notch for the 
round and falciform ligaments As we pass our finger along the 
liver margin to the right of this first notch we reach another 
depression or concavity which corresponds to the gall bladder 
region. W e begin to free this locality from its adhesions and 
soon isolate the gall bladder This is done gently to avoid in 
jurrng the viscera and to avoid hemorrhage We are working 
now with the finger from below up as the adhesions seem to 
separate easier this way If you find the line of cleavage you 
have little trouble in the average case The tissues are thick 
ened and edematous and the fundus of the gall bladder is cov 
ered with a shaggy brownish yellow exudate. The gall bladder 
is very thick walled and distended This patient has been hav 
ing an acute exacerbation of a chrome disturbance and one 
would have expected the symptoms and findings to have been 
more pronounced The previous history also contains no mdi 
cations of any of the disturbances we would expect from such 
a condition 

The lymph glands here are also enlarged The head of the 
pancreas is also somewhat larger and harder than normal W e 
now proceed to wall off the field of operation with sponges 
There is no necessity in this case of rotating the liv er on its v er 
tical or of depressing it However in some cases it is of 
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great advantage to do this maintaining the position by placing 
sponges abo\e and posterior to the right lobe We are placing 
a pack bet teen the nght hilnc} and the corresponding liver 
surface as free fluids gravitate to this pocket— the pouch of 



F g 41 Mass of adhes ons n gall bladder reg on (A) brought nto view 
upon ret act on of edges of abdom nal nc s on 

Morrison — when the patient is in the recumbent position ne 
are \ er> careful to place sponges in it before w orking on the gall 
bladder or ducts This is also a place which w e must dram well 
in cases of ruptured gall bladder or perforated duodenal or 
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medial to the outer thud of the muscle (that is, anywhere m 
the medial two-thirds of the muscle) we avoid mjurag those 
intercostal nerv e branches and their accompanying \essels which 
enter the muscle usually about the junction of the outer and 
middle thirds The incision extends from the costal margin to 
the level of the Umbilicus If the patient is very fat or more 
room is required we curv e upward along the rib margin to the 
bp of the ensiform cutting the skin and fat onlj This enables 
us to retract widely the cutaneous and fat margins and aids m 
decreasing the depth of the wound 

We have here a mass of adhesions between the ventral sur 
face of the liver and the omentum, colon, and duodenum The 
gall bladder cannot be seen (Fig 477) However, we can soon 
locate the region in which it should be Here you see a deep 
cleft in tbe liver margin, which indicates the “notch for the 
round and falciform ligaments ’’ As we pass our finger along the 
liver margin to the right of this first notch, we reach another 
depression or concavity, which corresponds to tbe gall bladder 
region We begin to free this locality from its adhesions and 
soon isolate the gall bladder This is done gently, to avoid w 
junng the viscera and to avoid hemorrhage We are working 
now with the finger from below up, as the adhesions seem to 
separate easier this way If you find the bne of cleavage you 
have little trouble in the average case The tissues are thick 
ened and edematous, and the fundus of the gall bladder is cov 
ered with a shaggy, brownish yellow exudate The gall bladder 
is v ery thick walled and distended This patient has been hav 
ing an acute exacerbation of a chronic disturbance, and one 
would have expected the symptoms and findings to have been 
more pronounced The previous history also contains no indi 
cations of any of the disturbances we would expect from such 
a condition 

The lymph glands here are aLo enlarged Tbe head of the 
pancreas is also somewhat larger and harder than normal We 
now proceed to wall oS the field of operation with sponges 
There is no necessity in this case of rotating the liver on its ver 
tical aas or of depressing it However in some cases it is ol 
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This forceps which we had placed on the «o called “pelvis' 
of the gall bladder lifts up the pouch or dependent portion of 
the gall bladder in this region and guts us a clearer utw of the 
duct region (lig 478) It also puts the cjstic duct on tension 
and the common duct somewhat and facilitates palpation It 



Fig 478 -(.all bladder freed from adhesions (note roughenc I peritoneal 
surface) and n the grasp of forceps in order to render the reg on of the ducts 
prominent The ent re rea has been thoro ighly called off by gauze pads 

is \erj important to recognize clearl> the duct arrangement in 
the individual case before placing anj clamp or ligature The 
majontj ot common and hepatic duct injuries are due to failure 
to recognize individual variations and careless or hast} applica 
tion ol damps I hare for several jears folio, ted a method m 
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gastnc ulcer and preferablv through a lumbar stab wound m 
front of the right kidnej This or another sponge can be made 
to close off the epiploic foramen (Winslow s) and prev ent con 
tammation of the lesser peritoneal cavitv Another sponge is 
placed between the stomach and left lobe of the liver Other 
sponges keep back the intestines and colon and cover over the 
p>lorus and upper duodenum The gall bladder and hepatico 
duodenal ligament (containing the ducts etc) are now sur 
rounded b} sponges which not onl> protect the surroundings 
from contamination but are a great help in isolating the field 
of operation when nghtlv placed 

This gallbladder is distended with pus and stones The 
waff is grcath thickened and there is marked pencholecv stitL 
The ducts and their surrounding tissues are thick and enlarged 
No stones can be palpated m the ducts It is possible that none 
have ever passed out of the gall bladder This would account 
for the absence of acute attacks in the present or previous hi. ton 
The onlj thing to do with this gall bladder is to take it out 
If the gall bladder walls were thin and there was danger of rup- 
ture during removal we would first aspirate and remove the 
contents This also often facilitates the removal and allows one 
to get at the cjstic duct better 

In our cholecystectomies we endeavor when practical to 
remov e the gall bladder from below upw ard This giv es better 
hemostasis pnmanlv and also prevents any small stones or 
pus from passing out of the gall bladder into the ducts during 
our manipulations In some cases where the neck of the g3lf 
bladder and the ducts are surrounded by dense adhesions or 
the ducts seem to be anomalous or the exact relationship is not 
clear it is better to start the removal at the fundus and work 
downward until we hav e the gall bladder detached except for 
the pedicle consisting of cvstic duct and artery These are then 
clamped In other cases we sometimes find it advisable first to 
damp below for the reasons given and then dis«ect from the 
fundus downward thus combining the two methods Then 
before cutting the pedicle we can make sure that w e arc within 
E&fe bunts 
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in getting the artery and duct together in our clamps, if w e are 
following the usual method of removal, will depend upon whether 
the artery meets the cystic duct early or late (Fig 480) For 
this reason I always make it a point to first pass the clamp 
relatively high, that is, around the neck of the gall bladder 
(Fig 480, A) At this point the artery should be m relatively 
dose apposition to the gall bladder Also, the only structures 
we can injure at this point are the h\er and the gall bladder, 
whereas, further down we are in danger of traumatizing or m- 



Fig 480 A Forceps placed relatively high on the gall bladder will al- 
ways catch the cystic artery (1) which sometimes reaches the gall bladder 
at a relatively h gh level B usual s te for plac ng forceps and usual location 
(2) at wh ch cysUc artery reaches gall bladder 


dudrng m our clamp the hepatic duct common duct or the 
right branch of the hepatic artery, as it often passes in front of 
instead of behind the hepatic duct and if small it might be mis- 
taken for the cystic artery as I have noticed in some cases I 
remember one case where indusion of the right hepatic duct 
might have been an almost unavoidable error were it not that 
the ducts showed rather plainly, and the method we use was 
followed The left hepatic seemed to be the common hepatic 

“ d *'" gh l t ' pat,c ^ closely bound togetter 
(Fig 481) The portal vein may also be injured 
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placing the first clamp which 1 think eliminates «ome of the 
dangers of injur) to other structures and which ako males 
practical]) certain the inclusion of the cj s tic arterj with the 
duct If w e call to mind the anatorm of this region we can see 
the reasons for this method 

The c\ stic and common hepatic ducts usuall) join at an 
acute angle to form the common duct The former ducts are 



Fg 4 9 — Anatom o( the region of if* 1 o^t c duct the c t c artert s 
represented n ts usual local on pass ng from left to right beh nd the hepat c 
duct and across the angle between the hefu and evs c due to the gall 
bladder 

general!) in close provtmtU but when the cvstic duct i» pulled 
forward and to the right the width of the angle between them is 
increased The c\«tic artert (u_uaJI\ from the right branch of 
the hepatic) runs across this angle from left to right and meeting 
the cystic duct or neck of the gall bladder passes up to the 
fundus giving off » ts ' anou =- branches (Fig 4"9) Our success 
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easil y slip off In some cases we may find that we have left a 
rather long cystic stump In that case it is an easy matter to 
pull up on the stump and place our ligature closer to the com- 
mon duct Or, in cases where the anatomy is not sufficiently 
clear, or we have trouble in placing our clamps low down, we 
can first resect high up, and after getting the gall bladder out of 
the way, remove the rest of the cystic duct 

If, m following this method we encounter a case where the 
cystic duct is closely adherent to the liver, and the surrounding 
tissues are very dense, we make a primary incision through these 
tissues on either side of and parallel with the cystic duct, and thus 
facilitate the placing and subsequent manipulation of the for- 
ceps In the ordinary case, however, we avoid as much as pos- 
sible any unnecessary dissection or cutting until after the clamp 
is placed and thus avoid bleeding or hematoma formation, which 
might render the relationships less distinct 

The remaining steps, as you see, consist of placing another 
clamp above the first, and cutting the duct, etc , between the 
two Then aided by traction, we separate the gall bladder from 
its liver surface, after first incising the peritoneal reflection on 
either side We avoid injuring the liver or opening the gall 
bladder by careful dissection in the line of cleavage, and by not 
being in too much of a hurry You notice that in some places 
thi9 gall bladder is very adherent to the liver That is often 
the case, and usually at points where small veins from the gall- 
bladder are emptying directly into the Uver We often find 
cirrhotic or even necrotic areas in the liver at these points 

TV •** 1 

and 
to fa 

are unable to leave sufficient peritoneal flaps to suture across the 
denuded liver surface However, the surface is dry and fairly 
smooth If we feared extensive visceral adhesions to this area, 
we could combat them by following Andrews’ method of colo- 
hepatopexy 

We have not yet ligated the stump, because we intend'to 
explore the ducts This is a case which certainly demands ex- 
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After placing the closed damp between this portion of the 
gall-bladder (1 t , the neck) and the lner, we separate the 
blades slightly Then we withdraw the damp sufficiently to 
place one blade behind and one in front of the upper duct, and 
then push the clamp downward to the proximal portion of the 
cystic duct. Our progress is arrested when we reach the point 
of junction of cystic and hepatic ducts, and there is no posa 
bflity of going too far, or of any other structures except the 



Fig 4S1 — Diagram of conditions found in one case in which the cyst* 
duct and right hepatic duet were m unusually close prosimity and might 
have been ligated together it is in such cases as this that careful, methodic 
technic proves its value. 

duct and \ essels being in our damp We tighten the clamp then, 
keeping a slight distance above the termination of the duct, to 
avoid injuring the common or hepatic ducts with our damp, 
or puckering or constricting them with our subsequent ligature. 
If the cystic duct were remoied absolutely flush with the com 
mon duct there would naturally not be a suitable stump for 
ligating, and there would be some danger of puckering and 
interfering with the common duct Also, the ligature could 
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ploration ex en though there hax e been no symptoms of con 
mon duct obstruction or any stones felt on palpation. Many 
tunes though we faO to feel stones which are 2 dually present, 
and especially when they he in the retroduodenal portion cf the 
duct. So we will save ourselves and the patient future trouble 
by’ making sure that none are left behind \ ou will notice that 
we did not cut the cystic duct across flush with the damp 
These duct edges can now be grasped with fine forceps. We 
then grasp the tissues on the superior and medial asped of tie 
duct with another forceps as tfiw is where the artery usually 
Les, or we can hgate the artery now Sometimes we can sec its 
cut end in the first clamp \ow we can remox e our initial damp 
with little danger of hemorrhage and we are ready to explore 
the duct. If the lumen is narrow or if we wish to insert a drum 
age-tube, we usually «pht the stump down to the common duct 
W e are introducing a probe which we bend to suit the curve. 
It passes up well into the hepatic duct. W e meet with an ob- 
struction m the lower portion of the common dud. This is 
probably due to the probe becoming engaged in a mucous fold. 
A method which I hax e used for sex eral y ears consists of washing 
out the duct when the probe will not pass and when we wish to 
make sure there is no obstruction either from stone or from 
inflammatory swelling We would not bgate the stump if 
inflammatory obstruction existed but would dram the duct 
Also if one intends to dose the abdominal wound without drain 
age after simple cholecystectomy as advocated by WHlis we 
should make sure of the absolute patency of the dud W e now 
press the point of a large glass syringe into the cystic stump 
Then placing a finger on the hepatic duct with sufficient press- 
ure to present the saline solution from passing up to the lwer 
we gently force the fluid into the duodenum through the com 
mon dud (Fig 482) \eiy little pressure should be used 
merely enough to overcome the 'plunder as otherwise there 
would be some danger of forcing some of the fluid into the 
pancreatic duct- If much resistance is encountered it is best 
not to try to force it, as we know that pancreatitis can be induced 
in this way experimentally In a case of this kind where the 
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patency , as the solution will pass through w hen a probe might 
not and also we wash out of the duct anj pus stone fragments 
or detritus w hich may be present The onlv possible danger is 
the theoretic one previously mentioned In some instances as 
I hav e demonstrated anatomically, the manner of junction of 
the common duct and mam pancreatic duct sen es to establish 
a valve arrangement which aids in preventing the entrance of 
bile mto the pancreatic duct There has been no trouble in the 
cases in which I have done this IV e sometimes with the syringe 
aspirate contents from the ducts especially the hepatic for 
obvious reasons 

I have for some time considered the advisability of having 
a slender suitably cuned instrument constructed to pass 
through the common duct into the duodenum for the purpose 
of dilating the orifice and stretching and if possible paralyzing 
the sphincter This would obviate the dilatation of the ducts 
with back pressure in the biliary sy stem of the liv er and possibly 
m the pancreatic ducts which follows a cholecystectomy and 
which is dependent upon the integrity of the sphincter of Oddi 
Also tbs should decrease the liability of leakage from the cystic 
stump when the latter has been ligated 

We now hgate the stump including the artery I am plac 
mg tb 3 ligature according to a method which is a great help 
when placing a deep ligature as in the pelvis throat etc and 
in some gall bladder cases W e place the ligature (\o 2 chromic 
gut) around the forceps and tie a surgeon s knot The short end 
is to our nght We gra'p the loop lightly with a forceps and 
hold the long end in our left hand (Fig 483 1) The forceps now 
carries the loop down to and ov er the curv ed tip of the clamp 
on the duct W e release the loop and grasp the short end with 
the forceps and with a sawing motion tighten tbs loop (Fig 
483 2) The index finger of the left hand is now used to make 
sure that our loop is sufficiently tight W e now bring the short 
end behind the cystic clamp from right to left and tie a complete 
knot while the assistant turns the damp tow ard the left so as 
to expose this portion of the stump (Fig 484 3) This has the 
effect and security of a double ligature W e hold the ligature 
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ends loosely, while we remove the cystic clamp If there should 
be any bleeding, or leakage of bile, our ligature acts as a guide 
to the stump (Fig 484, 4) You notice it is perfectly secure, 
so we cut oS the ends of the ligature We have found this a 
very handy method, and it can be used w very narrow and deep 
wounds In the case of a large thick stump we often anchor our 
ligature to the stump before tying, so as to prevent the ligature 
slipping 

This stump has been touched with phenol and alcohol and 
we leave it without further treatment This split tube is placed 
down to the duct, but not anchored to it We also place a small 
cigarette dram m the kidney pouch, as there was more or less 
seropurulent exudate encountered while freeing the adhesions 
There was no indication here for common duct drainage, 
such as cholangitic symptoms, jaundice, etc We dose the 
abdomen m our routine way using the preliminary mattress 
sutures m closing the first layer, as described in the Surgical 
Clinics of Chicago, Vol II, No 5, p 989, October, 1918 The 
drams are brought out through the upper part of the incision, 
but not too dose to the rib margin 

This patient should make an uneventful recovery, although 
we anticipate some dramage from the surrounding infected 
tissues 

Postoperative Notes — The patient made an uneventful re- 
covery Dramage was primarily rather free, but decreased daily 
Dram was removed on the tenth day 
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SUBACUTE PANCREATITIS (PANCREATIC ABSCESS) 

Summary Diagnosis and operation on patient with subacute pancreatitis 
varieties of pancreatitis producing acute symptoms — definition of terms 
discussion of the etiology, d fferentiaj diagnos s and treatment of the 
different elmiral types 

Acute pancreatitis has until recently been regarded as a 
disease in which surgical intervention was contraindicated be- 
cause the impression prevailed that the condition was one which 
pursued a fulminant course toward an almost inevitably fatal 
outcome This impression was due to the fact that practically 
every case which was seen clinically belonged to the hyperacute 
or, as we now prefer to call it, acute form The diagnosis was 
seldom made before operation, and the patient was usually seen 
at a time when toxemia was so profound that death either 
occurred dunng the operation or very shortly afterward In 
cases not operated upon the patients were seen m a moribund 
condition and it was only at the autopsy table that the diagnosis 
of the cause of such a grave clinical picture was made A little 
later we began to recognize or, rather, suspect the existence of 
these acute cases at a period in their development when operative 
interference was still to be considered as promising at least a 
fair percentage of recoveries, and reports of senes of successful 
operations began to appear which greatly surpnsed those who had 
felt rather pessimistic about the advisabhty of operation Quite 
recently the situation has become still more clarified 

The cases which had been formerly operated upon with such 
a high percentage of mortality have been found to belong to 
the most virulent or fulminant type of acute pancreatitis m which 
1367 
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Fig 485 — 1, The dark area (A) represents the extent of the intense rigid- 
ity and tenderness in the left upper quadrant. The lighter area corresponds 
in extent to the slighter rigidity and tenderness in the right upper quadrant, 
!, shaded area showing location of the mass, or localized resistance, felt after 
patient •was anWilietlMi 
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most extensile necrosis and hemorrhage go hand in hand 
That even these cases are amenable to surgical treatment if 
recognized early enough u well shown in the reports of Dearer, 1 
Linder,* and Watts,' to which we shall refer again W< bare 
begun to recognize, during the past few years, a type of the 
disease m which the symptoms are not as grav e nor the course 
as fulminant as m the v ery scute type To this clinical form the 
term "subacute pancreatitis’' or "pancreatic abscess” has been 
given Our patient of today’s clinic belongs in thb group. 
After we have presented the principal features of the clinical 
history we will discuss the subject of acute and subacute pan 
creatitis, especially the clinical recognition and treatment of a 
condition formerly regarded as so discouraging in its operative 
results 

History of Ca.se — The patient, a man of tbirt} four years 
became suddenly ill three weeds before admission to the hos- 
pital The first symptoms were severe, agonizing pain in the 
upper abdomen On both sides of the median line, accompanied 
by vomiting The abdomen became distended and there was 
marled tenderness and ngidity over its upper half 

He was attended at his home by a physiaan and was not 
seen by us until the end of the third weed At this tune he 
seemed extremely ill, one of the most striking features being the 
dark reddish blue color of the skin of the face 

The leukocyte count was 17,000, temperature, 102® T 
(rectal), pulse, 130 Examination of the abdomen revealed 
moderate general distention with marked tenderness in both 
upper quadrants. The rigidity was board like in the left, but 
only moderate in the nght upper quadrant (Fig 485, 1) The 
previous history of the patient did not throw any light on the 
nature of the present trouble There were no symptoms point 
mg to gall bladder disease or to a duodenal or gastric ulcer 
a>Ray examination showed normal contours and positions of 
both halves of the diaphragm 
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Fig 485 —I, The dark area (A) represents the extent of the intense rigid 
lty and tenderness in the left upper quadrant The lighter area corresponds 
in extent to the slighter rigidity and tenderness in the right upper quadrant, 
2 shaded area showing location of the mass, or localized teswtance, felt after 
patient was anesthetized 
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The dear area just beneath the left dome of the diaphragm 
due to the 1 gas bubble of the stomach was present. W e were 
thus able to exdude a subphrenic abscess due to perforation of 
a gastric or duodenal ulcer especially as the men ements of the 
diaphragm as seen during a fluoroscopic examination showed no 
devitation from the normal 

The sudden onset with severe epigastric pain and vomiting 
followed b\ symptoms of extreme toxemia without a marked 
rise in temperature or white blood count and the presence of the 
exquisite!} tender and extreme!} ngid area m the left upper 
quadrant led us to suspect the presence of a pancreatic abscess 
(subacute pancreatitis) The unne was negatn e as one would 
expect because gl} eosuna is rarel} if e\ er a symptom of acute 
affections of the pancreas. The examination of the stools also 
failed to be of aid \\ e ha\ e learned from repeated observations 
that the Camtmdge reaction is of no value even m chrome 
pancreatitis Undigested meat fibers or fatty stools are rarely 
of any assistance from a diagnostic standpoint in acute pan 
creatitis since these are usual!} found in the chrome forms of 
the disease 

Our diagnosis before operation rested between subacute pan 
creatitis and perforation of a gastnc ulcer with formation of an 
abscess between the stomach and the anterior abdominal wall 

Under anesthesia we felt a mass (Fig 48a 2) or localized resist 
ance to the left of the median line midway between the umbilicus 
and costal arch An incision was made through the left rectus 
muscle directly ov er this area Upon opening the peritoneal cav 
it} the gastrocolic portion of the omentum was found adherent 
to the parietal peritoneum at the lower two- thirds of the mas- 
ion, while at the upper third the stomach which was not ad 
herent presented Two small white areas of fat necrosis on 
the surface of the bulging adherent omentum confirmed the 
diagnosis of some acute or subacute pancreatic involvement 
(Fig 4S6) The anterior wall of the stomach was sutured to 
the parietal peritoneum thus wallin? off the general peritoneal 
cavjt} An inasion was then made through the gastrocolic 
omentum and an arten, forceps inserted (Figs 486 487) Upon 
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spreading its blades a large quantitj of turbid fluid like dirt} 
dishwater containing man' flocculi of whitish material escaped 
Digital examination of the ca\it} from which this fluid came re 
vealed the fact that it was behind the stomach and its posterior 



F g 486 — Inc s on made n the bulg ng gastrocol c omentum Note 
the Iro wh tc spots correspond ng to areas o( fat necros s so character st c 
of acute pancreat t s The wh te color s the result of the act on of the 
pancreat c fat spl t ng ferment upon the omental fat w tl sapon ficat on 
of the latter 


wall formed b> the greatlj swollen and softened pancreas A 
large rubber tube was inserted (Hg 487) and the abdominal 
incision closed around it Cultures taken from the fluid ie 
mained sterile 
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Archibald* states that the pancreas is rarely the seat of a 
bacterial inflammation Cultures from all but the frank ab- 
scesses which are rare, are usually sterile Even from some of 
the abscesses the cultures are sterile, so it is not surprising to 
have this finding in our case 

Chemical examination of the fluid showed that it was of pan- 
creatic origin 

During his convalescence this patient had at one tune a 
recurrence of his former symptoms which required prolonged 
drainage of the abscess cavity He has resumed his former occu- 
pation and appears perfectly well today 


DISCUSSION OF ACUTE AND SUBACUTE PANCREATITIS 

Opie and Meakrns have shown that the real lesion m acute 
pancreatitis is necrosis of the cells of the parenchyma Hemor- 
rhage (which is such an important feature of the pathologic 
changes m the fulminant type of the disease), gangrene, and sup- 
puration are merely complications and may not appear at all 
Extensive necrosis may result in sloughing of the greater portion 
of the organ Infection of the necrotic area may result in 
abscess formation 

In the etiology of the condition the most important sources 
are the following 

1 Infections of the biliary tract This is the theory of Mau 
geret, supported by Arnsperger and Deaver Infection travels, 
accordmg to this view, by way of the lymphatics Archibald 
does not bebeve in this retrograde route because the pancreas 
is rarely the seat of a bacterial inflammation, cultures, as was 
stated above, being usually sterile 

2 Hematogenous route This theory is held by some who 

1 Surgery Gynecology and Obstetrics 1918 28 529 


Fig 487 —In the upper figure the method emplojed ,n opening the 
pancreatic abscess « sho»-n After making an incision through the bulging 
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believe that acute pancreatitis occurring during mumps typhoid 
etc can best be explained upon this basis 

3 The necrosis is the result of the direct action of the bfle 
salts and it is not necessary to assume an activation of the 
normal pancreatic ferments This is the theory of Opie Fkxner 
and Archibald The latter has recently 1 published experiments 
in which he produced acute and subacute hemorrhagic pancreati 
tis by forcing infected bile into the pancreatic duct The sphmc 
ter of Oddi at the ampulla of Vater plays an important direct 
rflle by increasing the intraductal pressure The extent of the 
pancreatic necrosis is determined at the onset by the grade of 
virulence and extent of permeation of the noxious agent 
It is of interest to clinicians in connection with this last 
theory that three conditions must be present before actual damage 
will be done first a change in bile composition increasing the 
proportion of bfle salts second undue resistance perhaps re- 
suiting from, spasm of the common duct sphincter and third 
abnormal roe of the pressure m the bUisry system Call stones 
probably bring about an increase in bile salts and in infected 
bfle it is rather the chemical change produced by the action of 
bacterial growth than the bacteria m their infecting capacity 
that Causes the pancreatic lesion according to Archibald 

CONICAL TYPES 

I Acute Pancreatitis (Called by Denver Ultra acute ) — 
The most important symptoms are (a) Extreme toxemia as 
evidenced by cyanosis rapid small pulse cold clammy sweat 
shallow respiration and subnormal temperature (&) Severe 
epigastric pain Tenderness and ngidity are not marked in 
these acute cases and may be absent Vomiting is a prominent 
symptom Glycosuna appears so late as to be of bttle value 
tn the diagnosis of the \er> acute cases 

The onset is \ery sudden the first symptom being the severe 
epigastric pain followed rapidly by the symptoms of collapse or 
shock due to the toxemia 

In the differential diagnosis of the acute fulminant cases we 
' V<t« «upra 
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must consider (1) Perforation of the gall bladder, or of a gas- 
tric or duodenal ulcer In these board like rigidity is an early 
symptom The initial pain is as a rule, not as severe, and the 
symptoms of toxemia develop much more slowly than in pan 
creatitis There is in addition, often a history of preceding ulcer 
or gall bladder trouble 

(2) Ileus The vomiting in ileus recurs at frequent intervals, 
abdominal distention occurs earlier, and the vomiting within 
twenty four to thirty six hours becomes stercoraceous 

(3 and 4) Mesenteric embolism and thrombosis and acute 
gall bladder infection must also be considered, but their differ- 
entiation is a much easier task 

II Subacute Pancreatitis or Pancreatic Abscess — -The on 
set is quite similar to that observed in the acute type, but it is 
not as severe, and the subsequent symptoms are also "ready 
modified in their intensity 

After the subsidence of the initial severe symptoms, however, 
the toxemia persists the patient still appears extremely HI, and 
the appearance of fever with leukocytosis and of rigidity and 
tenderness in the epigastrium serve to indicate a localization of 
the process 

TREATMENT 

1 Acute Cases — As we stated at the beginning of this 
lecture the acute cases (ultra acute of Deaver) were formerly 
regarded as hopeless In the first senes of 16 consecutive cases 
reported by Linder 1 operated to June, 1915, the mortality was 
62 5 per cent In the second senes of 15 cases since June 1915, 
the diagnosis having been made m 75 per cent , there was a 
mortality of only 13 6 per cent 

In Denver’s 1 last 13 cases 3 (23 per cent ) died, 1 of these was 
hopeless and in 2 drainage of the biliary tract did not prevent a 
fatal outcome 

At operation m these acute fulminant cases we find fat 
necrosis an odorless beef broth fluid and a greatly swollen 
pancreas There are two avenues of approach to the acutely 
inflamed pancreas either through an incision in the gastrohepatic 

‘ Vide supra ‘ vt<J e supra 
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omentum or through the gastrocolic omentum (Fig 486) Mul 
tiple punctures are made and gauze or rubber tube drains 
inserted 

2 Subacute Cases — In these it is best to pursue the plan 
employed in the case we have shown you today, namely to 
incise over the tender mass in the epigastrium often to the left 
of the me dian line Unless the gastrocolic or gastrohepatic 
omentum is adherent to the abdominal wall as m our case it 
is necessary to wall off with gauze m order to prevent escape of 
the extremely tome fluid into the general peritoneal cavity In 
these subacute cases the characteristic beef broth fluid seen in 
the very acute cases is absent 

Areas of fat necrosis which are present in large numbers m 
the acute cases are not as common in the subacute cases but 
when present are pathognomonic of pancreatic inflammation 
At times a counter dram may need to be inserted the point of 
election being the left costovertebral eagie 

This case of subacute pancreatitis shows how nwessary it is 
to bear in min d thus most interesting disease m the differential 
diagnosis of acute abdominal conditions 
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transgastfic cauterization of crater ulcer 
ON POSTERIOR WALL OF STOMACH 

Summary Patient *ixty year* of age cachectic giving a history of gastric 
ulcer of several years duration d scovery at operation of old indurated 
ulcer on posterior wall of stomach adherent to retroperitoneal structures 
cauterization of ulcer by transgastnc route — reasons for adopting this 
procedure 

The patient a married woman aged sixty, was admitted to 
the hospital July 13 1919 

Family History —Mother died at forty eight from what was 
thought to be some form of gastric disturbance The family 
history is otherwise negative with reference to stomach trouble 
Past History —Two years ago patient was treated for gastric 
ulcer with apparently much improvement 

Present Complaint — The chief complaints are pain in the 
epigastrium just above and to the left of the umbilicus, nausea 
and vomiting coming on immediately after eating, marked loss 
of weight since onset of pain, inability to retain food The pain 
is cutting in character radiating to shoulders and sides and is 
constantly present The pain is made worse by the taking of 
food 

Physical examination is negative except for a definite pain 
point in the epigastrium just above and to the left of the um 
bihcus Palpation elicits an indefinite mass m this location 
This patient was under treatment in this hospital two years 
ago for ulcer of the stomach At that tune operative treatment 
was recommended but the patient could not muster up the neces 
saxy courage Consequently she was placed on an alkaline diet, 
under which her condition unproved considerably but she was 
vol 3-87 U 77 
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never able to regain her former weight Recently her suffering 
has been intense the pain being located above and to the left 
of the umbilicus and extending into the back One of the 
marked features m her case is an inclination to \omit almost 
immediately after she has swallowed food the moment the food 
touches the stomach the latter shows a tendency to expel it 
We have observed this condition especially in cases in which 
the ulcer is located nearly opposite the entrance oi the esopha 
gus There can be no doubt that this condition began as an 
ulcer It is howev er practically impossible to tell whether the 
condition is still in the form of an ulcer or whether it has de- 
generated into a carcinoma The severe emaciation would in 
either case be due to the fact that it is practically impossible for 
her to retain an} considerable amount of food of any kind Our 
inclination would be toward a diagnosis of carcinoma and if 
this diagnosis is confirmed by exploratory operation then the 
operation will have been of no benefit to the patient because 
there is no py lone obstruction which can be remov ed by operative 
measures and the location of the tumor will probably preclude 
the possibility of its removal In the case of inoperable car 
emoma obstructing the pylorus the patient can of course be 
greatly benefited by gastro-enterostomy which will enable the 
patient to retain nourishment Howev er an exploratory opera 
tion cannot reduce this patient s chances of recovery to any con 
siderable degree and therefore we seem fully justified in making 
one 

He have not observed fie patient for nearly two years as 
she was under the care of a local phy siaan but the x ray ex 
animation at the time she was here before dearly located the 
ulcer Consequently it will not be wise to subject the patient 
to the wear and tear which would result from another banum 
meal and a: ray examination especially’ m view of the fact that 
the history and physical examination dearly establish 

the diagnosis so far as the ulcer and its location are concerned 
and x ray examination would not be at all reliable with an ulcer 
in this location for the purpose of determining the malignancy 
or non malignancy of the ulcer For the same reason we have 
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not repeated the chemical examination of the stomach con 
tents Whatever the result of such examination might be it 
would not add anything of benefit to our patient and the 1 m 
tation due to the introduction of the stomach tube might do a 
considerable amount of harm 

Her mouth has been thoroughly disinfected and she has 
receded 2 ounces of castor oil and no food with the exception 
of broth for twenty four hours so that the stomach and intestines 
are as free from infectious material as it is possible to make them 
with safety to the patient 

Operation — An incision is made from the sternum to a point 
3 cm below the umbilicus in order to expose the stomach thor 
oughlj The gall bladder and ducts are first examined by pal 
pation then the duodenum pylorus appendix and pelvic 
organs All these are found to be normal The only abnormal 
condition consists of a broad indurat ' mass 7 cm in diameter 
With a central deep depression about 2 to 3 cm in diameter 
The entire mass is located m the posterior wall of the stomach to 
the left of its middle and is stronglj adherent to the pancreas 
and to the tissues abo\ e this organ One rcceiv es the impression 
that the tumor mass consists of a gastric ulcer on the posterior 
wall ol the stomach which has perforated into the pancreas and 
has caused adhesion of the middle three fifths of the stomach to 
the posterior abdominal wall It is still impossible to tell defi 
nitely whether this ulcer has undergone malignant degenera 
tion or not but one obtains the impression that one has to deal 
with a malignant condition Under these conditions it is quite 
clear that it w ould be entirely impossible to remov e this growth 
because of the inv oh ement of so large a portion of the posterior 
wall of the stomach because of the extensive infiltration of the 
underlying tissues and particularly because ol the involvement 
of the underlying pancreas It seems howevet worth while to 
lay open the stomach and examine the mass by direct inspection 
W e wall consequently make an incision through the anterior 
wall of the stomach for a distance of 7 cm (Tig 488 1) This 
portion of the stomach is its least vascular part consequently 
we need not anticipate much hemorrhage In order to keep the 
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ne\ er able to regain her former weight. Recently her suffenng 
has been intense the pain being located above and to the left 
of the umbilicus and extending into the back. One of the 
marked features in her case is an inclination to vomit almost 
imm ediately after she has swallowed food the moment the food 
touches the stomach the latter shows a tendency to expel it. 
We have observed this condition especially in cases in which 
the ulcer is located nearly opposite the entrance of the esopha 
gus There can be no doubt that this condition began as an 
ulcer It is however practically impossible to tell whether the 
condition is still m the form of an ulcer or whether it has de 
generated into a carcinoma The severe emaciation would in 
either case be due to the fact that it is practically impossible for 
her to retain any considerable amount of food of any kind Our 
inclination would be toward a diagnosis of carcinoma and if 
this diagnosis is confirmed by exploratory operation then the 
operation will hav e been of no benefit to the patient because 
there is no pylonc obstruction which can be removed by operative 
measures and the location of the tumor will probably preclude 
the possibility of its removal- In the case of inoperable car 
emorna obstructing the pylorus the patient can of course be 
greatly benefited by gastro-enterostomy which will enable the 
patient to retain nourishment However an exploratory opera 
tion cannot reduce this patient s chances of recovery to any con 
siderable degree and therefore we seem fully justified in making 
one 

We have not observed the patient for nearly two jears as 
she was under the care of a local physician but the x-ray ex 
animation at the time she was here before clearly located the 
ulcer Consequently it will not be wise to subject the patient 
to the wear and tear which would result from another banum 
meal and x-ray examination especially m view of the fact that 
the rlimcal history and physical examination dearly establish 
the diagnosis so far as the ulcer and its location are concerned 
and x-ray examina tion would not be at all reliable with an ulcer 
in this location for the purpose of deter m i n i n g the malignancy 
or non malignanc) of the ulcer For the same reason we have 
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edges of this incision as little traumatized as possible we place 
mouse tooth forceps of the Allis pattern upon the edge of the 
wound about 2 cm apart grasping all the hjers of the stomach 
wall so that the mucous membrane may not be separated from 
the musculans during our manipulations (Fig 488 2) Then we 
place broad Jackson \aginal specula into the stomach through 
this wound and in this waj expose the ulcer perfect!} (rig 488 
3) illuminating the field b} ptacing a strong electric light directlv 
O'er the incision Caen at the present time with the ulcer 
fully in xiew it is impossible to determine positivcl} whether 
the condition is simpl} an indurated ulcer or whether carci 
nomatous infection has taken place upon its surface 

The onl} treatment which promises benefit to the patient 
is cauterization of the ulcerated area with the electric or actual 
cauter> Because of the extreme xasculant) of the tissues it 
seems best to destro} the edge b> means of the bright heat of 
the cautery The entire ulcerated surface is being cauterized 
until ever} portion is covered with an eschar to the distance of 
about 1 cm from the original edge of the ulcer (rig 489 4) 
The dull heat has prevented the occurrence of hemorrhage 
The little mucus that has been secreted by the surrounding 
mucosa has been sponged away constantly so that we now have 
a perfectl} clean crater m place of the original ulcer (rig 489 5) 
It seems as though the amount of destruction of tissue with the 
cautery may hav e killed any cancerous invasion that may have 
taken place upon the surface of this ulcer and consequent!} this 
form of treatment seems to give the patient the best chance of 
recovery even in the case of extensive cancerous degeneration of 
the ulcer It would of course have been intercstmg to remov e a 
portion of the edge of this ulcer for microscopic examination 
because in that manner vve could have been positive about the 
diagnosis but with the patient in her very low ph}sical condi 
tion this would have added additional risk w hich does not seem 
w arranted Moreov er unless we had removed a portion of every 
part of the ulcerated surface negative findings would have been 
of no value because in these ulcers we frequently find one por 
tion infected by cancer while other portions are still free There 
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is a considerable amount of danger from hemorrhage in these 
cases at the tune the eschar is loosening, and in order to guard 
against this in a measure I will place a number of interrupted 
sutures of chromicized catgut for the purpose of bringing the 
edges of this eschar together I will use No 3 catgut of the 
variety that will hold in ordinary tissues about thirty days In 
the presence of the gastric juices it will, of course, not bold for 
so long a period It seems unwise to use silk in this location for 
fear of future irritation, and consequently we will depend upon 
this chromiQzed catgut (Fig 489 5, 6) 

The incision into the stomach is now carefully closed with 
two rows of sutures and the abdominal wound is closed in the 
usual manner The entire operation has consumed about forty 
minutes, so that the patient is in nearly as good condition as 
when the operation was begun because great care has been 
taken not to traumatize the mtra abdominal organs 

The patient will be supported by the use of nourishing enemas 
From the thud day on gruels will be given by mouth every two 
hours, with the addition of from 5 to 1 teaspoonful of Hulk of 
magnesia or m case this acts too freely upon the bowels } ounce 
of lime water will be substituted for each dram of the milk of 
magnesia In case of vomiting gastric lavage with the water 
at 105° F will be given The head of the bed will be elevated in 
order to prevent congestion of the lungs In case of great thirst 
normal salt solution will be injected subcutaneously to the 
amount of 1000 to 1500 c c from two to three tunes a day if 
necessary 

Note — October 6 1919 Twelve weeks after operation the 
patient is out of bed and able to take non irritating food Her 


more than supply the amount needed for maintaining her pres 
ent condition 
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fig 4^9 CautmuiJnfl of uWr an«f closure of Jrf«i bi sutures 
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SURGICAL TREATMENT OF GASTRIC ULCER WITH NEW 
METHOD OF PYLOROPLASTY 

Summary Reasons for failure of s mple gastro-enterostomy in treatment of 
gastnc ulcer arguments against partial gastrectomy local excis on of 
ulcers— why desirable pyloroplasty to prevent pylorospasm and ensure 
adequate drainage of stomach technic of combined excis on and pyloro- 
plasty 

Tins morning we have for operation one patient with gastric 
ulcer of the lesser curvature and another with duodenal ulcer 
The types of operation for ulcer of the lesser curvature have 
varied from extreme partial gastrectomy to simple gastro- 
enterostomy I have been very much unpressed by the state 
ments made by medical men who have had the after-care of 
these patients They state that those who have their ulcers 
excised respond better have fewer symptoms while recovering 
from the operation, and are practically cured, those who have a 
simple gastro enterostomy have a more protracted course of 
symptoms after operation, and many of them show very little 
improvement When this operation was first employed surgeons 
performed it because they believed that it would produce drain 
age from the stomach to such an extent that all the food would 
go through this opening and none through the normal pylonc 
opening Since then many advances have been made m our 
knowledge of the physiology of the stomach and also in the 
pathology of ulcer through fluoroscopic and Roentgen ray ex 
animations In all these studies it has been proved that a 
stomach with a gastro-enterostomy functionates in an entirely 
different manner from that intended by the original operation 
namely that instead of the food passing through the gastro 
1385 




TREATMENT OF GASTRIC ULCER WITH PYLOROPLASTY 1387 

The only reason that ulcers on the lesser curvature are not 
excised more frequently is that they are difficult to excise, 
and when it is attempted excision produces so much mutilation 
that it is necessary to remove the entire pyloric segment A 
number of men here and abroad, especially Rodman and 
Deaver, have carried out the principle of always excising the 
ulcer by doing a partial gastrectomy and then performing gastro- 
enterostomy The principle of excising the ulcer is correct, but 
to excise the ulcer and with it take the most important part of 
the stomach, as they do in partial gastrectomy, is wrong 

Thalhimer and Wilensky, also McCarty, of the Mayo 
Clinic, have shown that m ulcers of the lesser curvature under- 
going malignant change the cancer does not extend beyond the 
point of induration, and Wilensky especially has shown by serial 
section that when you cut from 1 to 2 cm beyond the indurated 
area of the ulcer the musculans and mucosa of the stomach are 
perfectly normal I, therefore, want to emphasize the fact that 
whether an ulcer is malignant or benign if you excise it for a 
centimeter or two beyond the indurated area you have done as 
radical a removal for practical purposes as if you had removed 
half the stomach 

The ideal object of any surgical procedure should be to do 
away with the pathologic condition and leave the organ m as 
nearly normal anatomic condition and physiologic relationship 
as possible In doing partial gastrectomy for lesser curvature 
ulcer some men leave only the body of the stomach, whose func- 
tion we know to be entirely different from that of the pylorus 
The fact that the patient lives in spite of this does not prove the 
operation to he justifiable We know that the body and fundus 
of the stomach during the process of digestion are m a state of 
tome contraction throwing the food out in small portions into 
the pyloric antrum or vestibule- If that portion is cut off as 
it is m partial gastrectomy, the tome contractions of the body 
and fundus on the gastro enterostomy placed m that locality 
causes the stomach to empty within twenty to thirty minutes 
This certainly must be an abnormal condition for it is the func 
Uon of the stomach to retain food from three to eight hours where 
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enterostomy opening, less than 50 per cent passes through it, 
while the greater amount still passes through the normal pylonc 
opening Simple gastro-enterostomy for gastnc ulcer is of very 
little value because practically all the food that passed along the 
lesser curvature before operation still passes along the lesser 
curvature after operation 

The advocates of simple gastro-enterostomy for lesser cum 
ture ulcer claim that there is regurgitation of bOe through the 
gastro-enterostomy opening into the stomach which has a cura 
tive value in healing the ulcer by reducing the acidity of the 
stomach When we consider the physiology of digestion in its 
relationship to the flow of bile this theory of regurgitation and 
reduction of acidity becomes very doubtful The bile and pan- 
creatic secretion mixes with the 50 per cent or more of food 
which comes through the pylorus This passes on into the jejn 
mim and not through the gastro-enterostomy opening Practi 
caily no Me can regurgitate into the stomach during the process of 
digestion and the only time bile may regurgitate mto the gastro- 
enterostomy opening is at night when the patient is at rest and 
his stomach is empty We know that when the stomach is 
empty the bile flows back mto the gall bladder instead of flow 
mg mto the duodenum, and the gall bladder only discharges 
its bfle mto the common duct when there is a reflex stimu 
lus produced by food passing through the duodenum More 
than that, if enough bile would pass on through the gastro- 
enterostomy opening to produce a curativ e effect such an amount 
of bile would nauseate the patient and give symptoms of a 
vicious arcle I would also add that the fractional test meals 
m simple gastro-enterostomized patients hav e shown very little 
change in their acidity, and v ery few of them rev eal the presence 
of bile m the aspirated contents four to six weeks after operation. 

Considering the relationship of ulcer to cancer I know from 
cluneal and pathologic experience that many ulcers which ap- 
pear benign at the time of operation are found upon microscopic 
examina tion to have undergone malignant changes There can 
be very little argument m favor of doing a gastro-enterostomy 
on a patient with such an nicer 
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ha\e come to a normal or subnormal acidit\ within three to 
fi\e weeks This speaks xolumes for the fact that hyperacidity 
and hypersecretion are the results of ulcer rather than the cause 
or etiologic factor in its production This aKo supports Rose 
now s theory of infection 

I, therefore want to repeat for the sake of emphasis the 
reasons why I beliexc that all gastric ulcers should be treated by 
a simple method of c\cision in conjunction with pyloroplasty 
instead of gastro enterostomy 

1 It is absolutely impossible in mam instances to tell at the 
time of operation whether the ulcer is benign or malignant 

2 In excised ulcers it is possible to demonstrate organisms 
just as in an infected gall bladder or appendix, therefore the 
same surgical principle that holds good for the latter should hold 
good for the formtr 

3 In a series of 16 patients who had marked hyperacidity 
before operation all had normal or subnormal acidity after ulcer 
excision This demonstrates that the ulcers cause the abnormal 
secretions rather than that the abnormal secretions caused the 
ulcer It also supports Roscnow s theory that ulcer is a localized 
infection and abnormalities in the secretion arc the results of it 

4 By excising the ulcer and only remoung the pathologic 
tissue we rid the patient of his lesion and lea\c the organ intact 
to carry on its important normal phy siologic function 

5 l will demonstrate to you in a moment that by perform 
mg simple py loroplasty in conjunction with ulcer excision instead 
of gastro enterostomy we gne the stomach a quick emptying 
time (one half the normal) This prevents hyperacidity and 
continued hypersecretion and lea\ es the stomach and duodenum 
in them normal anatomic and physiologic relationships 

6 The combined operation of ulcer excision and pyloroplasty 
takes less tune than gastro enterostomy or any other type of 
operation takes less surgical skill and produces less shock to the 
patient 

The clinical course in a large number of cases that I have 
operated by this method has been most satisfactory The 
patients ire placed m Fowler s position as soon as they are out 
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it undergoes certain forms of digestion passing into the intestine 
in small bits ancf not jamming through the gastro-enterostomy 
opening in twenty to thirty minutes 

May o, Kiittncr, Hartmann, and Payr have practised erosion 
of ulcers of the lesser curvature and found that the stomach did 
not empty itself properly owing to pylorospasm, which was 
noted m a large number of patients, for this reason, in so ml 
instances^ the j have either had to perform gastroenterostomy 
at a second operation or to remote in the first operation the 
entire segment of the stomach in which the ulcer occurred 
I am sure that gostro-enterostoin) is entirel) unnecessary to 
prevent pylorospasm or to give the stomach a quieter emptying 
time This can be accomplished by a simple pyloroplasty in 
which I remove a small portion of the sphincter muscle of the 
Pi lone nng This relieves the spastic condition of the pylonis 
does away with the sphincter control of the pylorus, and allows 
the stomach to empty in about half its normal tune I have 
practised this in the last fiv e y ears and hav e had no occasion in 
any of these cases to resort to gastro-enterostomy for the pur 
pose of relieving pylorospasm after doing pyloroplasty in con 
junction with excision of ulcers on the lesser curvature 

It will be noted from the experience of all these surgeons 
that excision of the ulcer would be the most logical procedure if 
it did not require too much additional surgery and mutilation 
of the stomach This is especially true when we consider the 
problem of the relationship of ulcer to cancer and the worl. ol 
Kosenow, who has demonstrated that ulcers of the stomach are 
lesions produced by streptococcic infection similar to lesions in 
an inflamed gall bladder and inflamed appendix If this is 
true, then there can be no valid reason why an ulcer of the 
stomach should not be treated the same as a chronically inflamed 
gall bladder or inflamed appendix namely by excision 

One more point which I want to call to your attention is 
that in 16 cases of gastric ulcer which had marled hyperacidity 
ranging from 100 to 160 free IIC1 before operation and in 
which the ulcers were excised and py loroplasty performed the 
fractional test meal after operation revealed the secretion to 
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ha\e come to a nornnl or Mibnoriml icidity within three to 
five weeks This spciks volumes for the fict tint hyperacidity 
and hypersecretion arc the results of uleir nthcr than the cause 
or etiologic factor m its production This il "0 supports Ro«e 
now s theory of infection 

I therefore want to repi.it for the sike of cmplnsis the 
reasons why I believe that ill gistnc ulcers should be treated by 
a simple method of excision in conjunction \\ ith ps loroplisty 
instead of gastro enterostomy 

1 It is absolutely impossible in mam instances to tell at the 
time of operation whether the ulcer i» benign or malignant 

2 In excised ulcers it is possible to demonstrate organisms 
just as in an infected gall bladder or appendix therefore the 
same surgical principle that holds good for the latter should hold 
good for the former 

3 In a series of 16 patients who had marked hyperacidity 
before operation all had normal or subnormal acidity after ulcer 
excision This demonstrates that the ulcers cause the abnormal 
secretions rather than that the abnormal secretions caused the 
ulcer It also supports Rosenow s theory that ulcer is 1 localized 
infection and abnormalities m the secretion are the results of it 

4 By excising the ulcer and only remo\ing the pathologic 
tissue we rid the patient of his lesion and Iea\c the organ intact 
Vo cairy on its important normal physiologic function 

5 I will demonstrate to you in a moment that by perform 
ing simple py loroplasty in conjunction w ith ulcer excision instead 
°f gastroenterostomy we give the stomach a quick emptying 
tune (one half the normal) This prevents hyperacidity and 
continued hypersecretion and leaves the stomach and duodenum 
ui their normal anatomic and phy siologic relationships 

6 The combined operation of ulcer excision and pyloroplasty 
takes less time than gastro enterostomy or any other type of 
operation takes less surgical skill and produces less shock to the 
patient 

The clinical course in a large number of cases that I have 
operated by this method has been most satisfactory The 
patients are placed m Fowler s position as soon as they are out 
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of the anesthetic The} ha\e no gas pains, and none of them 
seem to vomit or ha\e gastric distress The} are not allowed 
anything by mouth for forty eight hours, instead, the} receive 
1 quart of Ringer’s solution intra\enously and 1 quart of 5 per 
cent glucose per rectum in twenty four hours for two days I 
do not allow water by mouth for forty eight hours because, first, 
withholding water keeps the stomach dry and prevents nausea 
and \omitmg and second experimental work on dogs demon 
strates that early administration of w ater interferes with healing 
b\ reason of the fact that the stitch holes and sutured area be 
come water soaked although leaking does not occur At the 
end of forty eight hours the patients are allowed milk and cream 
in 1 and 2 ounce doses the fifth day a light soft diet, the 
eighth day soft diet, and at the end of the second week a full 
diet 

I do not give sodium bicarbonate or calcined magnesia The 
patient needs no medical care or special diet because he has now 
a normally functioning stomach The only symptom that these 
patients complain of is marked hunger which is probably due 
to the rapid emptying of the stomach 

It is interesting that all these patients that we followed up 
have gamed \ery rapidly in weight and are able to eat all kinds 
of food 

Fluoroscopic examination four years after operation showed 
that they all have an emptying time from one and one half to 
three hours I believe this is an important factor and explains 
why these patients are free from gastric symptoms without 
medical aid or alkahes 

I shall demonstrate to you this morning the type of opera 
txon which I perform on these cases 

The patient a man forty y ears of age gives a history of ha\ 
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mg undergone medical treatment on three different occasions b> 
a competent medical man lie is as relics cd onl} a short tune 
after each course of treatment the sj mptoms recurring with the 
same intensity shortly afterward x Ra> examination rexeals a 
typical pyramid on the lesser curx ature about 2 inches from the 
pjloric ring 

I shall now make a midlinc incision reaching from the ensi 
form cartilage to the umbilicus On opening the abdomen I 
find the gall bladder and duodenum perfcctl) free The gall 
bladder appears pearl blue easilj compres ible and no stones 
are found m it On placing mj linger in the foramen of W inslow 
I am able to palpate the common duct and pancreas and find it 
to be perfectl) normal Here we hasc the pjloric ring notice 
the xein which indicates the first part of the duodenum The 
pylorus easilj admits the index finger and is perfectly free from 
thickening or infiltration On examining the lesser curs ature 
we find a marked]} indurated area and by holding this area 
between the thumb and index finger I find a typical nest shaped 
ulcer This is hard and indurated and its edges are infiltrated 
Beyond the indurated edge the stomach is perfectly normal 
A ligature is now placed upon the gastric arteries of the lesser 
curvature well beyond each end of the indurated area I now 
make an elliptic incision around the indurated area of the ulcer 
through the musculans down to the mucosa (Fig 490 1) A 
scalpel is now placed between the mucosa and musculans and 
several strokes around this area (rig 490 2) frees the mucosa 
from the musculans so it balloons up like a pouch (Fig 490 2a) 
The indurated area is now free and one can see the normal mu 
cosa which has been freed with the scalpel be>ond the indurated 
area fFig 490 2a) \ stomach clamp is now applied and the 

ulcer is cut away with fine scissors (Fig 490 3) The mucosa 
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is carefully examined, and any portion which looks pathologic 
is trimmed away The mucosa is now closed separate!} with a 
Connell suture (Tigs 490 4,491 5) and reinforced by aLcmbert 
suture (Fig 491 6) If the ulcer were of small size the mus 
culature could now be closed by simple suturing or by a Lembert 
suture and the omentum brought over this area but as the ulcer 
is of large size it would be very difficult to bring the muscularis 
together without producing marked deformity of the lesser 
curvature For this reason I now take an ov al shaped piece of 
fascia lata from the thigh which is imbricated between the 
mucosa and muscularis (Fig 491, 7) This is accomplished by 
a simple over and over suture of black waxed silk (Fig 491, 8 9) 
Now that the ulcer is excised the next step is to see that the 
stomach empties quickly Most men now do a second major 
operation gastro enterostomy which I believe is entirely un 
necessary The procedure which I follow is that of simple 
pyloroplasty which takes away the sphincter muscle of the 
pyloric ring This simple operation which takes less than five 
minutes gives the stomach an emptying time of half the normal, 
does away with pylorospasm and allows gastric peristalsis to 
flush the food through the paralyzed ring In about six weeks 
some of the sphincter action is regained 

The pyloric portion of stomach is now grasped between thumb 
and index finger An incision is made 1 inch m length from the 
pyloric ring back upon the pylonc antrum This first incision 
goes through the musculans down to the mucosa (Fig 492 1) 
A scalpel is now placed between the mucosa and muscularis in 
order to free the mucosa from the musculans (Fig 492 2) A 
second incision is made at right angles to the first going through 
the pyloric ring down to the mucosa (Fig 492 3) A small 

F g i92 —1 The pyloric portion of ston ach is grasped betwren thumb 
and tide' finger An incision l inch in length is then made through the 
muscularis donn to the mucosa extend ng from the ptloric ring on to the 


ana) a 1 1 ug 1 M.e cutaway leaving the bulging mucosa 
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EXCISION OF DUODENAL ULCER t PYLOROPLASTY 

Summary Surgical treatment of duodenal ulcers value of pylonc occlusion 
techn c of operat on for permanent ocelus on by submucous fascial trans- 
plant techn c of exc s on of duodenal ulcer and repa r of defect 

'Doe second patient for operation this morning 1 $ a man 
twenty six years of age who is suffering from a bleeding duodenal 
ulcer He has been under medical treatment on two different 
occasions The first treatment was three years ago At that 
time he was confined to the hospital for six weeks on starvation 
treatment and all the careful routine that goes with the medical 
management of duodenal ulcer One evening six months after 
the first treatment he suddenly became faint and very pale and 
an hour afterward vomited blood It was very evident from the 
history and from the record of the medical attendant that he 
was suffering a severe acute hemorrhage from his duodenal ulcer 
He was given careful medical treatment and made a good 
recovery 

A few days ago he entered the hospital on account of extreme 
paleness and severe cramp like pains in his abdomen He states 
that his stools were black during the last week and that he felt 
nauseated at various times His hemoglobin is now down to 
25 and fluoroscopic examination reveals a typical defective cap 
just beyond the pylonc ring in the first portion of the duodenum 
There is no questioning that this man is having a slow hemor 
rhage from his duodenal ulcer 

In 1912 I d d some experimental work on animals with the 
object of devising some operation for duodenal ulcer I demon 
strated that by closing off the pylorus by a submucous fascial 
tran plant taken from the fascia lata of the thigh we could pro 
duce permanent pyloric closure The procedure which is de- 
scribed m the Journal of the American Medical Association 
October 31 1914 is briefly as follows 
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triangular portion (Fig 492 4) of the free edge of the p\lonc 
ring mu«cle is now cut av\a\ , leaving a triangular window of 
mucosa (Fig 492 5), and the entire area both ulcer (Fig 493 
4) and p\loroplast\ (Fig 493 £), i» co\ ered bj the free edge of 
the omentum 



Fig 403 — A t leer on lesser curvature B pWoropla l> cosered b\ tree edge 
of omentum 

I con ider the bringing o\er ot the free edge of the omentum 
one of the mo t important and vital portions of the operation 
I showed 'Li \ears ago in m\ experimental work on dogs that 
the omentum not onh prexents leakage anJ hemorrhage but 
e'tabli he» a new blood «upph anil collateral circulation to the 
transplant and that portion of the 'tomarh 
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way possible to apply a similar technic for duodenal ulcers 
wherev er it is possible to accompbsh it I believ e that all duo 
denil ulcers that are m the first portion and anterior wall of the 
duodenum can be excised and a plastic performed on the py lorus 
without gastro enterostomy This procedure gncs better re 
suits than closure and gastro enterostomy but I do not believe 
it wise to try and excise ulcers m the second portion of the 
duodenum or those located on the posterior wall When 
the} are in these localities I prefer to do a permanent py lone 
closure by a iascial transplant and gastro enterostomy In 
bleeding ulcer like we have here this morning I perform an 
operation the technic of which I will demonstrate to >ou A1 
though I have performed this operation onl} four times it has 
been vcr> successful in each attempt 

JJefore performing the operation this morning I will trans 
fuse the patient with 1 quart of blood b> the Pcrc> paraffin 
tube method I like this method of transfusion where I have 
two adults with large veins and believe it to be \er> practical 
I believe that all patients who are emaciated from dieting and 
inanition and have a fairly low hemoglobin should be transfused 
before operation I think it does the patient much more good 
to be transfused before operation and prevent shock than to try 
and transfuse him after operation in the hope of reliev ing shock 
I now make a midline incision, from the ensdorm cartilage to 
the umbilicus When 1 open the abdomen the stomach and 
bowel appear very pale The stomach and pylorus are per 
fectly free Just beyond the pyloric ring on the anterior wall 
of the duodenum n e find a markedly indurated ulcer about the 
size of a quarter I will now excise this ulcer and do a plastic 
on the pj lorus by making a tongue-shaped flap which is pulled 
over into the defect made by excision of the ulcer 

Grasping the p> lorus between the thumb and index finger 
I make an incision through the muscularis dow n to the mucosa 
around the ulcer carry it through the p> lone ring and then in 
the shape of a tongue into the pylonc antrum (Fig 494 1) A 
scalpel is now placed between the mucosa and muscuhris and 
several strokes along the line of this incision free the mucosa 
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An incision 1 inch in length is made from the pyloric nng 
back upon the pyloric antrum through the musculans down to 
the mucosa Two strokes with the scalpel on each side between 
the mucosa and musculans free the mucosa sufficiently so that 
the thumb can be placed under the pylorus grasping the edge 
of the musculans The entire musculans can be everted so 
that the mucosa lies on the everted musculans like a rubber 
tube It can now be easily separated with a sharp scalpel from 
the musculans A free fascial transplant from the fascia UU 
is now sutured around the mucosa forming a tight cuff The 
mucosa is dropped back and the musculans is dosed 

I have practised this procedure combined with gastro- 
enterostomy in every case of duodenal ulcer operated in the 
last sue years with splendid results Patients operated on by 
this method are free from pain and the usual symptoms of hyper 
aadity Practically all are placed on a full diet within two to 
three weeks after operation without any medication or alkalies. 

There is certainly a great difference between the clinical 
course of patients following pylonc dosure as compared with 
patients who have a simple gastroenterostomy This can be 
easily explained by the fact that this simple dosure which only 
takes about ten minutes has the following effect It prevents 
food and hydrochloric acid passing over the ulcer and all pen 
staltic waves in the duodenum are interrupted from the point of 
dosure around to the g astro-enterostomy opening how these 
three important results that the dosure accomplishes are exactly 
what the medical man tries to do in the medical treatment of 
ulcer but he can only carry out these important steps relativ ely 
and for a short time For instance by starving his patient he 
prevents food from passing through the pylorus by giving 
alkalies in large quantities he prevents hydrochloric acid passing 
o\ er the ulcer and by giving atropw he reliev es the py lorospasm 
and hypexperutalsrs This can only be earned out for a certain 
length of time while this permanent dosure accomplishes these 
three important points for all time 

In the last two y ears I have been so impressed with the good 
results of excision of gastnc ulcers that I have tried m every 
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from the musculans so as to allow the mucosa to balloon out 
(Fig 494, 2) By means of fine-pointed scissors I now cut away 
the ulcer (Fig 494, 2) On cutting away the ulcer we notice 
that the duodenum is full of dark clots of blood The mucosa 
of the tongue shaped flap of the pylorus is now brought forward 
mto the defect and sutured separately With a Connell stitch 
(Fig 494, 4) The musculans is now sutured separately with 
continuous over and-o\ er sutures The free edge of the attached 
omentum is brought over the operated area (Fig 494, 4) You 
will notice that the pyloric ring has been destroyed on its anterior 
portion but it is wider and more roomy than before, and we are 
rid of the bleeding ulcer 

The four patients that I have operated on by this method 
axe absolutely free from symptoms, and fluoroscopic examination 
reveals that the stomach empties in from one and one half to 
two hours I believe this is due to the fact that the pyloric 
nng has been destroyed to such an extent that the sphincter 
action of the pylorus has been lost to a great degree, and all signs 
of pylorospasm, of course are absent 

You will also note that it only took us about twenty to 
twenty fi\e minutes to perform this operation I am convinced 
it is very simple and very efficient 


Fig 494—1 The pylonc portion of the stomach is grasped between 
thumb and index finger A circular incis on is made around the ulcer through 
the musculans down to the mucosa This is carried through the pyloric nng 


a Connell stitch 4 the musculans is now sutured separately with a cent nuous 
over and-over suture Note The suture line is later covered by the free 
edge of the attached omentum wh ch is not illustrated in the drawing 
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CLINIC OF DR CARL BECK 
North Chicago Hospital 


OLD SINUS FROM HIP DISEASE TREATED BY SKIN 
SLIDING 

Summary Persistent sinus following resection of head of femur for tubercu- 
losis eighteen years ago cure accomplished by epidermization of tract 
technic of operation 

Miss Y , thirty two years old, was operated on when she 
was fourteen years old for tubercular coxitis The operation 
was, as far as the removal of the tuberculous process was con 
cemed, an excellent success, having been done by one of the 
best surgeons in those days Nicholas Senn The head of the 
femur was removed and the acetabulum cleaned out, the stump 
of the upper portion of the femur has, in the course of years, 
gradually adapted itself and formed a new head, but with re 
stncted motion The unfortunate thing about the case is that 
dunng all these long years she has never been rid of a post 
operative fistula, which has kept on secreting a seropurulent 
discharge and has had no tendency to heal permanently At 
times it would apparently heal under the influence of bismuth 
injections and remain closed for a time, only to break open again, 
with the usual symptoms of retention, consisting of fever, slight 
chill, and general ill feeling until the abscess broke Her phys- 
ician in the East sends her to us to see if we may not be more 
successful with the bismuth treatment than he has been or to 
try some other new er method 

The general examination of this young lady shows that she 
is very bealthy in every other respect The nght leg is very 
much shorter than the left, probably 2 \ to 3 inches, the motion 
in the hip is verj much restricted onlj excursion to a %ery slight 
degree is possible, and she does not walk except with a crutch 
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Ry 49a —I Orifice of sums dotted line indicates line of incision 2 
incision t cai' »iti tie finjrr as a pude 3 funnel-shaped crater ready 
for skin Eap 
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On the outer aspect of the hip in the center of a scar is a small 
fistula from which a seropurulent discharge of moderate quantity 
oozes in twenty four hours Another small fistula is at a slight 
distance from the first one but at this time no discharge comes 
from it. 

An x ray picture shows that the fistula leads to a cavity of 
small size on the inner surface of a somewhat irregular femur 
Since so many attempts have been made with the bismuth paste 
and always a fistula returned I thud, it is advisable to transform 
the cavity into one lined with shin through the method of a 
sliding skin flap 

\\ e introduce a sound into the fistula and cut in the direc 
tioa of the old scar wide enough to allow the introduction of 
our finger, which allows us to examine the condition on the in 
side, the wound is then enlarged with the knife under the direc 
tion of the finger cutting away from the finger toward the femur 
(Fig 49a 2) Retractors are inserted to open the cavity and we 
inspect it so as to see whether any tubercular conditions are 
present Only granulations of a harmless nature evidently 
non tubercular fill the cavity They are scraped away and the 
cavity transformed mto an open funnel-shaped crater (Fig 49o 
3) A tongue-shaped flap is then cut on the outside with a 
broad pedicle (Fig 496 4) and this skin is introduced with its 
tip mto the depth held there by pressing some gauze into Ao 
cavity (Fig 496 S 6) and an ordinary' bandage applied the 
suture of any kind is inserted and the whole crater is allowed to 
heal by secondary union and cicatrization making frequent me 
of adhesiv e plaster dressing which rapidly allows epidermization. 

A ott — ThiS patient left the hospital four weeks later com 
pletely cured with no discharge from the hip walling on a solid 
leg with the aid of a cane 



DIVERTICULUM OF URINARY BLADDER IN AN INGUINAL 
HERNIA 

SuDin ary Operation on an irreduc ble hern a— discoi er> of a pantaloon sac 
l)ingsdeb> s dc with a d \erticulunt of the bladder treatment 

This patient a lady of forty five, has observed a tumor 
mass in the right inguinal region for some time The tumor is 
painful and largest m size while she is standing when on her 
back it is considerably smaller but does not disappear entire!) 
The tumor feels irregular and is in certain ways connected with 
the skin so that it cannot be pushed entirclj back Some por 
tions of it seem to be harder than others On coughing it is 
propelled outward but not to a great extent \\c find that we 
have to deal here with an inguinal hernia which is not entirely 
reducible The onl> peculiar feature about it is that it is so 
irregular in shape and so much more toward the median line 
than we commonl) see hernias In ever) other respect the lady 
is well Considering the pain the tumor causes her at times and 
the possibility of incarceration we h?\e decided on operation 
On dissecting the hernial sac we ha\ e a great deal of difficulty 
in locating the sac of the hernia because of the considerable 
amount of prepentoneal fat present We find that the irregular 
shape was due to some indurated prepentoneal fat and a few 
lobules of adherent omentum within the sac which we have 
finally dissected It is one of those so called pantaloon sacs or 
bifurcated sacs (Fig 497 1) on further examination of this sac 
it seems to us that toward the median line there is another sac 
like a hernia coming through a small crevice m the abdominal 
fascia (Tig 497 2) This sac seems rather thick and has no pre 
peritoneal fat hut its neck fills out the crevice in the fascia very 
tightly and docs not allow an) pulling forward nor pushing 
backward Tht thickness oS the wall makes us suspicious of the 
bladder but as it has a real neck it must therefore be if a part 
of the bladder a diverticulum of the same Considering this 
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probability, we incise it, introduce a catheter, and find that it 
really is a diverticulum 0 ! the bladder The sac of the hernia is 
now ligated, cut off and secured in the usual manner, the diver- 
ticulum is cut off at its neck and sutured by a contmuous suture 
which does not pass into the mucous membrane, but keeps the 
thread in the musculans (Fig 497, 3) After the suture has 
been completed a lobule of fat from the prepentoneal space is 
sutured over it to secure better continence of the suture (Fig 
497, 4) The wound is then closed with a silkworm gut dram in 
view of the possibility of a unnary fistula 

Note — An intra urethral catheter (A’demeure) was left in 
place for eight days and the unne drawn off constantly After 
the removal of the catheter the patient passed urine spontane- 
ously every four to five hours About fifteen days after the opera 
tion an abscess formed at the outer angle of the wound, a little 
bundle of catgut was discharged and with it a stream of unne 
came for a few hours, whereupon we agam introduced a catheter 
This was left in the bladder for a few days, whereupon permanent 
closure of the fistula ensued 





GANGRENOUS HERNIA OF THE BLADDER AND INTES- 
TINE 


Summary A patient sixty three years of age, with a large postoperative 
ventral hernia repeatedly incarcerated and finally becoming strangulated 
with gangrene and sloughing of the overlying tissues operative technic 
postoperative course 

This old gentleman, sixty three years of age, has been a 
sufferer from a large hernia for the past nme years Many years 
before that he was troubled with bladder symptoms, and finally 
an operation was performed in a small town m Ohio for an 
enormous stone in the bladder The stone measured 6J inches 
in circumference and filled almost the entire bladder A large 
breach in the bladder had been necessary and evidently a per 
meal section and urethrotomy had to be made at the same 
time The patient made a very tedious and slow recovery after 
many months At times it seemed as though be were breathing 
his last, but he finally recovered The opening in the bladder 
closed and opened many times but ultimately healed, leaving a 
large ventral hernia the size of a child s head, contammg omen 
turn loops of intestine, and the bladder with the scar of the same 
attached to the scar of the abdominal wall During the years 
that followed he suffered many times from urinary obstruc- 
tion during which it was necessary to use catheters Many 
false passages were made, but he recovered from every one 
Following the advice of his last surgeon, he objected to any kind 
of operative interference in later years, even when the hernia 
became temporarily incarcerated and gave hun a great deal of 
pain He finally became addicted to the use of morphirt and 
thus be went on until the present time He finally came under 
the observation of Dr McG , who strongly advised a radical 
operation seeing that the man’s general condition was good 
and that there was a possibhty of curing hun He could not 
convince the patient of this and operation was refused 
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A few days ago he was seized with violent pains in the her 
rua, and notwithstanding all careful methods the contents of the 
hernia could not be brought back into the abdominal canty 
and It was evident that the patient was suffering from acute 
strangulation of the hernial contents Applications of moist 
warm dressings did not unprov C the condition and on the second 
day it was evident that some important change had taken phce 
m the hernia A blister formed on the surface the tumor of the 
hernia began to darken in color and within a few hours it was 
evident that gangrene of the most acute character had set in. 
From the gangrenous maw was running an ammoniac foul 
smelling fluid and the omentum black red in color and exuding 
disintegrating fat, appeared on the surface In this condition I 
saw him at his home m consultation with Dr McG His pulse 
was regular, strong and about 80 per minute His features were 
drawn and he showed a slight stupor though he could answer 
reasonably all questions He suffered considerable pain although 
under the influence of a narcotic. The abdomen was not par 
ticularly distended but one could see the peristaltic movements 
of the bowel through the wall of the abdomen His bowels had 
not mov ed for two days He belched but did not vomit The 
tumor itself the size of a small child s head showed superficial 
gangrene for about two-thirds of its circumference The skin 
adjoining the gangrene was somewhat red and edematous from 
acute inflammation From the gangrenous mass was running 
unnous foul-smelling fluid (Fjg 498) U e were sure that the 
bladder had become gangrenous also and that the unne had 
begun to infiltrate the tissues of the hernia One could dis- 
tinctly outline and percuss intestinal coils in the hernia 

The prognosis under the present condition is absolutely fatal 
within a very short time Operativ e prognosis is poor, but there 
is some chance of recov erj Of course the procedure depends 
entirely upon the nature of the tissues and the contents of the 
hernial sac- Sepsis is almost sure to occur nevertheless it is 
worth while to undertake an operation We told the patient 
bis chances, he agreed to the operation and was transferred to the 
hospi tal. It is now two hours since I first saw bun 
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Operation — The hernial sac is walled off by gauze and tow 
els, so that during the operation the fluid will not flow into the 
field of operation and we can operate as much as possible within 
a clean area We open the sac through a trans\erse incision 
above the gangrenous area and carry our incision around so as 
to enter the sac freely We first meet with omentum The 
free fluid within the sac has somewhat of a urinary odor, but not 
as bad as on the outside It is carefully mopped out with salt 
water The omentum i« then divided between ligatures close to 



Fig 498 — Just before operation note extensile infiltration and edema of 
tissue surround ng the tumor 

the ring of the hernia We now find that there are three loops 
of intestine in the sac \\ ith some difficulty the> are pulled 
out from the sac their surface is covered with a fibrinous 
mass which can to a certain degree be peeled off but not 
entire!) — not enough to separate the bowel and make it free 
The third loop of bowel belongs to the large intestine and has 
a dark spot which seems more dead than alive Nevertheless 
it is not interfered with and we trust that it will revive After 
returning the omentum and the three loops of intestine into the 
abdominal caV) «e find that „e have the loner porl.on 
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of the sac the entire bhdder with two distinct gangrenous ulcers 
of white color, through which urine tnckles m the posterior 
wall One ulcer i» i erj near to the posterior loner surface and 
the other is higher up The apex of the bhdder forming the apex 
of the hernial sac is. altogether gangrenous or scmigangrenous 
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T,g 499 —Two weeks alter ujxr (lion '■ llaldir 'till ni'ili I hi l*il\ 
the urine diw-hargins (hri i>.h i I iiw I sti li 

Con-idenng this condition I think it ad\i>iblt to lta\e the 
bladder outside the peritoneal ca\it% and I then lore nn 
«uture for doling the tbrfoimnil umu through Hu. peri 
toncum po-terror to the bladder wall lx low tfu gingrcnou- pat 
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tion to the other side of the peritoneum I slip a long tube with 
gauze underneath this first ligature into the culdesac The 
rest of the abdominal incision is then easily sutured Thus 
the gangrenous portion of the bladder, as much as has not 
been cut away with the sac, remains extrapentoneal We 
place the patient m bed in fairly good condition A catheter 
is introduced into the bladder and suction is made so as to pre 
vent the urine from flowing into the abdominal cavity until ad 
hesions and a protecting wall have formed 

Postoperative Notes — Contrary to all fears and expectations, 
the patient made a very good recovery Shortly after opera 
tion his temperature fell from 100° F to normal, his pulse re- 
mained near normal all the tune He did not vomit at all and 
the gangrene showed no tendency to spread He had no signs 
of peritonitis, not even of peritoneal irritation 

Two weeks after operation Most of the urine comes from 
above and keeps him saturated most of the time (Fig 499) 

Note — Since the preceding note was made the bladder has 
sloughed off at the level of the skin the patient urinates nor 
mally, and his fistula is healed 




CLINIC OF DR JOHN R HARGER 

Cook County Hospital 


ACUTE HYPERPLASIA OF THYROID 111™ DYSPNEA 

Summary A patient twelve years of age complaining of marked dyspnea 
on exert on associated with rapid enlargement of the thyroid gland 
diagnos s dangers of palliative treatment technic of Operation under 
local anesthes a Presentation of autopsy report with demonstration 
of organs from a neglected case 

The case today is one of unusual interest, first because of its 
extreme seventy, and second, because of its rarity 

History —The patient is a girl twelve years old, who enters 
the hospital with the complaint that about three months ago 
she noticed a swelling on the front of her neck, which has in 
creased in size quite rapidly For the past five or six weeks it 
has been tender to touch and has interfered with breathing On 
several occasions she has had choking spells, especially after 
exertion, and now she is afraid to ran or climb stairs for fear 
she will choke She makes no other complaint sleeps well, eats 
well and is otherwise free from distress Her sister informs us 
that she has not yet menstruated, but we note considerable de- 
velopment of the mammary glands 

Past history is entirely negative as to anything that might 
influence the present condition 

Family History — The mother of the patient has had a goiter 
of moderate size for several years, and a sister of fourteen has 
had a small goiter since birth 

Examination — You can see a moderate enlargement m the 
region of the thyroid gland It is fairly uniform a little larger 
on the right side comparatively soft, and moves with the 
trachea during deglutition When I produce pressure on the 
lateral lobes toward the midhne the patient immediately shows 
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signs of distress in breathing especially is this true of inspira 
tion and when I press with my thumb on the anterior surface 
of the mass breathing is perfectly free Those of you who aie 
dose enough will notice that when the patient is entirely undis- 
turbed she has a shgh t inspirator) wheeze These findings in 
dicate that the lateral lobes of this thyroid are producing suf 
ficient pressure upon the trachea to cause it to collapse laterally 
and thus interfere with respiration 

This mass does not extend down behind the sternum but 
can be raised entirely above it and pressure on the anterior 
surface tends to relies e dyspnea rather than increase it 

There is no tremor exophthalmos or tach) cardia The pulse 
is now SO respirations 20 and temperature 9S 2° F The heart 
and lungs rex eal no abnormalities 

Diagnosis —The diagnosis here seems quite dear and we are 
forced to condude that we are dealing with an acute hyperplasia 
of the thyroid gland and that the surrounding tissues 0 / the fleck 
ha\e not been able to accommodate themselves to this new con 
dition and thus undue pressure on the trachea is produced The 
tracheal rings in a child of this age are \ery soft and offer but 
slight resistance to this sudden increase m pressure and there- 
fore collapse That the trachea has collapsed laterally is evi 
denced by the immediate increase in dyspnea when pressure is 
exerted ox er the lateral lobes 

Prognosis — Some of you haxe already considered the prog 
nosis in this case and the question of treatment enters into it at 
once I want you to see that the prognosis here is xery grave 
unless this patient can be kept under strict supervision day and 
night or be operated on now and gnen relief from this distressing 
condition It is in just this type of case that the patient may 
be awakened in the middle of the night by sudden dosing of the 
trachea Extreme dyspnea and cy anosis appear immediately and 
death is imminent for when this acute stage amxes unless im 
mediate relief by tracheotomy is at hand the patient must 
succumb 

Treatment.— The patient has been under the supervision of 
a skilled pediatrician for the past four weeks and yet her con 
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dition has gradually become more alarming therefore I feel that 
immediate operation is indicated 

Anesthetic — The question of an anesthetic is a \ ery important 
one here and every precaution must be taken to guard against a 
possible increase in the dyspnea We already hav e a \ ery small 
passageway in this trachea and a prospect of its bemg distorted 
and pressed upon during the operative procedure faces us if we 
dare risk the dangers of a general anesthetic We could pass a 
catheter into the trachea and introduce the anesthetic through 
it but I do not believe that is indicated for I feel confident that 
I can remove all the gland that is necessary under local anesthesia 
Operation — As the patient is only twelve years old and of 
medium size I have given her only gTarn of morphin before 
coming to the operating room I will now block off the thyroid 
region by using a 1 per cent solution of apothesme A \ to 1 
per cent solution without adrenalin will do the work and I 
therefore refrain from using anything stronger It is not es 
sential to inject the solution intradermally nor does it require 
injection into the deep tissues of the neck All that I will do is 
to infiltrate the subcutaneous tissues thoroughly well back from 
the field of operation which m most instances will so block the 
nerve supply to the part that all sensation both superficial and 
deep will be entirely cut off I usually have 3 or 4 ounces of 
the solution prepared and then use it ad hbtlum 

I will now inject a line from the angle of the jaw (Fig 500) 
downward across the stemomastoid to a point near the middle 
of the clavicle The other side I will treat m the same way and 
then connect these two lines by injecting along the under sur 
lace of the jaw and the upper margin of the clavicles 

I will now make the usual incision extending in a semicircular 
direction about 1 inch above the clavicle and allow it to extend 
well toward each lateral margin oi the gland By dividing and 
retracting the overlying tissues I soon reach the capsule It will 
not be necessary to divide the muscles as you see they can be 
readily drawn aside The capsule is bemg removed with the ov er 
lying tissue so that I can use it to cover the cut surface of the 
gland that is allowed to remain I wall now remove enough of 
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this gland to relieve the pressure. To remove a wedge-shaped 
piece from each lateral lobe would not be sufficient I am now 
removing practically the anterior half of the right lobe I will 
take with it the midlobe and about an equal amount of the left 
Jobe. Please note that there is comparativ ely little hemorrhage 
It is apparent now that the pressure upon this child’s trachea will 
be relieved to a great extent by the removal of so much of this 
gland, and we must not forget that the remaining portion will, 



Fig 500 — Area of anesthesia produced by injecting anesthetic subcutaneously 
and well outside of the operative field 

after the period of adolescence, undergo a certain amount of 
retrogressive change, and if we remove too much the patient 
will eventually manifest symptoms of hypothjToidtsm By re- 
moving the anterior half of each lobe w c hav e avoided all danger 
to the recurrent laryngeal nerves and the parathyroids, and 
have not material!} disturbed the blood-supply to the thyroid 
itself. 
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After tying a few of these bleeders I will cover the cut su 
face of the gland by closing the capsule and superficial tissuf 
and insert a agarette dram into the most dependent portion < 
the wound 

Now I want to call jour attention to a few facts of espea. 
interest in this case The child complained of pain when I fir 
began to inject the anesthetic, but when I explained to her wb 
I was doing and that if there was no more pain she should 1 
quietly and keep still she quieted down immediately You n 
ticed that when I made the initial incision she complained wb< 
the knife reached the extreme left end of the cut, but after tb 
she never moved nor made complaint, and yet w e proceeded wil 
the operation just the same as though the patient were in dee 
narcosis There was no disturbance with her breathing dum 
the operation and she is now able to smile at you, and I this 
her condition is quite different from what it would have be< 
if a general anesthetic had been administered 

Pathologic Report —Simple goiter showing rapid prohfer 
tion and increase in the follicular structures 

After-treatment — The patient left the hospital the four 
day, at which tune it was noted that she manifested a few sym 
toms of hyperthyroidism which were no doubt due to the i 
creased absorption from the cut surfaces of the gland Th( 
symptoms soon disappeared and the patient made a complt 
recovery and is now in excellent condition 

Report of a Similar Case — If you will give me your attenti 
for a few moments longer I want to give you an abstract of 
similar case that was in part under my care only recently, a 
which because of delayed treatment ended disastrously 
History — A boy aged fifteen entered this hospital compla 
fug of difficulty in swallowing and breathing and some pain 
the neck He states that he was perfectly well until two or thi 
weeks ago, when he caught a slight cold and had a mild couj 
Up to that tune he had no difficulty with respiration or swallc 
log At that tune he noticed on awakening some pain in 
neck and he was unable to breathe as well as usual, the pain 
the neck was increased by swallowing Two days ago (h 
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vember 24, 19 IB) he noticed that his collar was too tight and 
there was some swelling of the lower part of his neck 
Past and family histones v, ere negatn e 
Physical examination was entirely without interest except 
for the condition of his neck and throat There was a very mod 
erate enlargement in the region of the thyroid gland the left 
lobe being especially palpable The mass was firm rather low 
in the neck, and moved with some pam, on swallowing 



Fig SOI — The thyro d enlarged so rap dly that the surrounding tissue* 
could not accommodate themselves to the rap d increase in pressure. The 
tense overlying fascia and muscles thus a ded in the collapse of the trachea 
The breathing space was limited to the narrow tract ( T) anteriorly 

Subsequent History— The patient entered the hospital at 
1 30 in the afternoon at which time his temperature was 99° F 
pulse 82 and respirations 20 He appeared uncomfortable and 
breathed with some difficulty During the early hours of the 
night about eight to ten hours after his entrance his breathing 
became more distressed This condition gradually grew worse 
until about 2 a si when morphia and hot inhalations not 
having given relief the house physician Dr Cushman attempted 
intubation Failing in this 'he attempted tracheotomy but 
because of the goiterous mass and the collapsed condition of 
the trachea this also failed About 3 30 a. m. I responded to a 
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call and found the patient in extreme dyspnea and very cyanotic 
I immediately made an incision in the neck just above the 
sternum and found the trachea collapsed laterally A large 
tube was inserted and the patient soon breathed with ease I 
then advised partial thrjoidectomy under local anesthesia for the 
following day He then passed from my care and operation was 
refused him Three days later the tracheal tube was removed 
under ether anesthesia and a smaller one inserted, after which he 
developed bronchopneumonia and died 

Postmortem examination disclosed marked diffuse hyper 
plasia of the thyroid gland, surgical tracheotomy, and lobular 
pneumonia 

We have here the gross specimen of the thyroid gland with 
the trachea Please note when I hold this up that the lateral 
lobes are very large and firm and that they have caused the 
trachea to collapse laterally, so that there is no opening left 
except a small one near the anterior portion of the original canal 
where the tracheal rings succeed in maintaining slight separa- 
tion (Fig 501) 
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ELEPHANTIASIS NOSTRAS 

Summary Presentation of patient * th elephantiasis of the scrotum tcchmc 
of removal of excess tissue and re estaU shn ent of lymph drainage 
clinical varetes of elephantiasis etiology of clcphantiass nostras — 
importance of streptococcic lymphangitis — pathologic anatomy — cl meal 
symptoms and course 

Tms patient a colored man is married fort) y cars old and 
a porter by occupation He complains of s\\ clling of the scrotum 
Beginning five years ago the patient suffered from suppurating 
adenitis in the right groin for which several drainage incisions 
were made Deep thickened scars resulted, and three years 
later follow mg similar suppuration in the left groin and mul 
tiple incisions he developed small ulcers of the scrotum and 
infection of the scrota! tissues The penis and scrotum became 
greatly swollen and have continued to enlarge gradually reach 
mg the present size (Figs 502 503) 

Two years ago following sores on the ghns and a urethral 
discharge stricture of the urethra dev eloped for w hich external 
urethrotomy w as performed at the front of the enlarged scrotum 
at the base of the penis Through this openmg now passes about 
two thirds of the urine the rest coming v ia the meatus A year 
ago he had a blood examination made tbe result of which he 
does not know but he was given one injection in his arm of a 
medicine he thinks was 606 

His past history except for the venereal disease mentioned 
is negative His wife from whom he has been separated for 
eight y ears is bv mg and w ell as are also three children A gen 
eral physical examination on admission to the hospital was nega- 
tive except the genitalia and adjacent regions There was no 
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thickenings There were no ulcers on the scrotal skin surface 
An external urethrotomy opening existed at the base of the 
perns on the anterior scrotal margin where the penile ti-sues had 
been cut through The urethra was here patent only its su 
perior wall remained the lower wall basing flared out and been 
retracted by the skin The patient had no edema of the legs 



F g 503 — C ephintias s of scrotum due to block ng of lymph channels bj 
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and feet or of the abdominal skin wall above the pubes The 
scrotal mass had become so large that the patient could not 

walk comfortably 

\fter his admission he was put to rest in bed to determine 
how much of the scrotal swelling was edema resulting from posi 
tion \'e found that after sexeral days the mass decreased in 
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general adenopatb) Unne and blood examination meakd 
nothing abnormal The \\ a==ermann test was negatne 
The inner side of the groins and the inguinal areas where 
incisions had been made to drain the suppurating adenitis pre 
sented se\ eral deep!) retracted thickened scars with a tendenn 
to keloid formation These were mo c tI> transient to the long 



Fig 502 — Elephantiasis of scrotum due to bluclung of Ijmph channels bt 
scar tissue subsequent to suppurate e ngu nal K mphadenitis 


axis of the bod> The skin co\ erm c the penis was ten 'h^x 
shghtl) edematous and cohered the glans so that it <ou!d not be 
retracted There was no balanitis or paraphimosis The scro- 
tum was ter) large and heavt The skin was mottled with 
pinki— h spots m the area between the thighs and toward the 
perineum Although it felt edematous it could not be pitted 
the surface being liberal!) spotted with wart like outgrowths or 
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any tissues As I go deeper we pass through this thickened 
epidermis and come to tissues of the dartos that are extremely 
edematous almost like soil gelatin This is the great increase 
of collagen which is characteristic of elephantiasis, and of which 
I shall speak again With no great difficulty I first isolate the 
nght then the left, testicle, lying rather high up near the anterior 
portion of the scrotum The cords are separated lor about 3 
inches and the testicles can now be held up out of the way by 
gauze slings They are quite normal in size a little soft, their 
lymphatic drainage has not been interfered with it goes to the 
sacral and lumbar glands via the cord 

The next step consists in cutting away an elliptic portion of 
this thick mass on each side of the long incision I must not 
cut away too much because this thick skin has no elasticity, and 
if my closing stitches are under too great tension they will slough 
through I cannot undermine this skm up toward the thighs 
because it is tough, adherent, and poorly nounshed, and I must 
also leave flaps large enough to cover the testicles to form a 
new scrotum The edematous connective tissue beneath the 
skm is taken away with it I have now removed two large pieces 
one from each side, they weigh several pounds 

3n addition to the amputation I wish to provide new and 
additional drainage for the new scrotum, there is no doubt 
that the enlargement has been caused by a blocking of lymphatic 
channels leading from the skm to the inguinal glands This 
blocking has been caused by the multiple incisions to dram the 
suppuration of the inguinal glands contracting scars having 
formed, and also by the streptococcic inflammation of the scrotal 
tissues and lymphatics 

To attempt to provide a path over which new lymphatic 
drainage can develop I shall pass braided silk strands about 
12 inches long from the scrotal tissues up subcutaneously to the 
abdominal skm above the pubes Three such strands of silk, 
are inserted on each side one by needle insertion close under the 
skm and the other two through the subcutaneous tissue into a 
tunnel made by a 12 inch forceps thrust upward Small abdom 
inal incisions over the forceps ends allow me to pull the threads 



size from one fourth to one third After waiting eighteen dajs 
I decided to attempt an in\ estigation of his urethra to decide 
whether he was leaking anv unne into the scrotal tissue* On 
June 20th under ether anesthesia the urethra was sounded 
An anterior stricture between the urethrotom) opening and the 
Bulb was found To pass this and get into the bladder I had to 
perform a perineal urethrotom} behind the large scrotum The 
prostatic portion of the urethra was normallj patent An in 
Ijrng catheter was placed in the bladder and an attempt was 
made to get the bladder m good condition b) free drainage and 
tome irrigation Seventeen dajs later the deep urethrotom; 
w ound being closed a plastic on the old anterior opening was 
performed under local anesthesia It was hoped that a flap of 
penile shin could be turned o\er this opening after freshening the 
edges so that the lower wall of the urethra here open could be 
rebuilt and the flow of urine could be directed out through the 
normal penile meatus A new mlv ing catheter w as left in place 
The penile skin was 'erj tough and thick and although the flap 
cov enng lay in apportion to cut edges without tension it grad 
uallv sloughed and had to be sacrificed So much for the nutn 
tion and health of this thickened skin 

It was mj desire to do e this urethral opening before doing 
a resection of scrotal tissues to a\oid the possible contamination 
of the large w ound which would result from excision of this mass 
However after some further rest in bed and bladder irrigation 
the unne being quite dean I let the patient get up and we were 
able to teach him to urinate in a standing position so that he did 
not sod his scrotal skin 

Todaj o\ er two months since his admission I feel ready to 
perform an operation to reduce the sue of the scrota) tissues 
Choosing the median raphe as a guide we "ill cut through this 
verj heavy skin from within a short distance of the penile ba e 
down toward the perineum This entrance is chosen for two 
reasons \\ e expect to find in the path oi the raphe where the 
two scrotal halves have fused a minimum number tf Wood 
vessels As I go deeper this path will also be a guide to the 
testes which I must first find and isolate before cutting awa> 
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inflammation and connective tissue hyperplasia of the 1) mph 
vessels This occurs particular^ after erys pelas (streptococcus 
infection) 

(2) Elephantiasis of tropical regions (filarial elephantiasis) 

(3) Elephantiasis like tumors composed of connective tissue 
nhich occur as congenital deformities in contrast with (1) and 
(2) which are acquired 

The etiology of elephantiasis nostras has been the cause of 
considerable controversy m the literature Hastings' reviewed 
the discussions and concluded that it corresponded to the e!e 
phantiasis dura of Virchow He mentions Bryk 1 who reported 
2 cases after erysipelatous abscesses and the monograph of 
Nieden (1882) who considered the cause of elephantiasis mi 
nutely believing that it depended on lymphangiectases following 
inflammation The lymph glands and vessels take part in the 
initial erysipelatous skin inflammation thrombosis of the lymph 
vessels results and blocking of the lymph glands accounts for the 
mechanical stasis of the lymph The superficial skin and ad 
jacenl tissues retain their metabolic waste products which cause 
irritation and lead to hyperplasia Virchow favored this order 
of lymph vessel obliteration but Werner took the stand that 
the lymph vessels were never blocked they simply became van 
cose and elephantiasis was secondary to that phenomenon 
For clinical purposes we believe that elephantiasis nostras 
results from chronic or recurrent inflammations combined with 
lymph and blood vessel stasis It follows chrome skin conditions 
such as syphilitic inflammation simple ulceration eczema lupus 
eryspelatous lymphangitis (streptococcic inflammation) and 
phleb tis A contr buting factor may be found in pressure from 
contracted scars and adhesions due to trauma Hence lymphatic 
elephantiasis is defined as chrome progressive enlargement of a 
portion of the body the result of hyperplasia of the connective 
tissue of the skin and subcutaneous tissues aided by hyperplasia 
of the lymph vessels and chronic edema of the affected area 
The condition is not extremely uncommon in the labia of the 
Jou Amer Med Sc 1906 397 
* Oesterre h Ze t f He Ikunde 1869 469 
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down to the scrotal edge Along the course of these threads 
I expect to provide for the escape of lymph from the tissues of 
the new scrotum the drainage into the abdominal tissues follow 
ing normal paths I could insert narrow rubber tubes here but 
the} would «urel} disintegrate after due time even if they re- 
mained aseptic and it seems much better not to leav e such large 
foreign bodies in the tissues 

W e are not dealing with elephantiasis caused by filana but 
v. ith one caused by lymphatic blocking by scar tissue based on a 
suppurating streptococcic inflammation This man has never 
been exposed to tropica! filana he has never been south of 
Washington D C 

I am convinced that we see elephantiasis of this type fre- 
quenth enough usua!l) in a beginning stage often overlooked 
and passed on until radical surgical measures become indicated 
On that account it is worth while to consider the matter of 
lymphatic blocking and resulting hypertrophic conditions be- 
fore we make incisions for inguinal or other abscesses Every 
skm incision should be careful!) planned to avoid disagreeable 
results either from scar loss of skm sensation lymphatic block 
mg or severance of deeper nerves and blood vessels Within 
the last week I hav e seen a soldier returned from France who had 
a small piece of shrapnel m his cheek near the angle of the jaw 
A surgeon operating for removal of the metal had made an in 
asion just m front of the parotid gland in a vertical axis and 
severed all the lower branches of the facial nerve on that side 
with resulting paralysis 

Let us inquire somewhat into elephantiasis because this case 
is an example of the acquired type which is not filanal in cause. 
Hutchinson said that whatev er causes obstructs e inflammation 
of lymphatic vessels may produce elephantoid hypertroph) of 
an) dependent part He also said There is no such disease as 
true elephantiasis as distinct from the forms which are false 
(Pol) dime London 1904 vu 22) 

A simple classification was presented by !N eisser and Jadas- 
sohn in 1901 which « e can adopt 

(1) Elephantiasis nostras — alter venous stasts with purulent 
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lymphatics primarily The lymphatic effusions resulted in hy 
pertrophy of the subcutaneous tissues possibly extending to and 
involving the other soft tissues or even the bony structures 
Elephantiasis nostras became better understood after Sa 
bouraud s work m 1893 He made cultures from the skin during 
the erysipelatous attacks affecting an elephantiasic extremity 
and obtained a pure culture of streptococcus whereas cultures 
taken between attacks were stenle Many observers have con 
sidered that a syphilitic infection was contributory to the strep- 
tococcic inflammation McDonagh 1 reported one scrotal case 
and Adamson* and Shattuck* reported 3 patients who had 
elephantiasis the first one a leg which offered no cord like 
enlargement of the veins or lymphatics and had a negative 
Wassennann and filana were absent the other 2 involved both 
scrotum and legs and had distinct erysipelatous attacks 
Recently Elliott* has described a case of elephantiasis nostras 
occurring in a nineteen year-old girl who had an ulcer and 
erythematous attacks in her left arm following vaccination which 
confined her to the hospital for three months Over a year be- 
fore she reported her left arm began to swell and became red 
and warm about 6 inches below the acromion with no traumatic 
cause and no pain The back of her hand became puffy and the 
skin became mottled and twice as thick as that on the nght hand 
At the time of Elkott s report the skin was described as not fixed 
dusky red in color with wart like lesions on both surfaces of the 
hand and an incised wound yielded a lymph like material when 
squeezed Streptococci were found during the erythemal at 
tacks A biopsy of a piece of skin gave microscopic findings as 
follows The horny layer of the skin was twice as thick as 
normal the rete about normal There was no inter or mtra 
cellular epidermal edema and the individual cells of the epi 
dermis were normal The papillae were flattened and there was 
great increase of collagen in the conum extending deeply into 

* Bnt Jour Derm. 1912 225 

‘Ibid 1910 1611 

* Boston Med and Surg Jour 1910 107 

«Jour Cutan Ds including Sypb 1917 jov 17 25 



female Croom 1 ates an instance of labial elephantiasis follow 
ing lymph blocking in the groin due to tuberculous glands 
Gneg* reported enlargement of the labia, the result of chronic 
edema from lymphatic blocking Because there were no telan 
giectases and no alteration in color he considered that there 
was no interference with venous circulation His patient a 
nullipara, fort} three years old, suffered with spastic contrac 
tures due to cerebrospinal sclerosis, causing forcible appronma 
tion of the thighs There was no history of inflamm ation or 
infection of the labia, but the skin had the same distinctive 
nodular appearance as the patient shown you Kelley* reported 
a case of unil ateral labial enlargement 

In 1916 W alther 4 reported an elephantoid enlargement of 
the nght leg of a patient resulting from a ca trices in the groin 
coupled with chronic lymphangitis He obtained great improve- 
ment by implanting a rubber tube deep in the tissues to help 
drain the lymph from the leg to the abdominal wall Thien 4 
also recorded such a leg condition w a man forty-six years of 
age, who had ne\ er left France nor had fikmasis The patient 
suffered from varicose veins of the leg starting at fifteen years 
of age, and had numerous ulcers and eruptions which resulted in 
his nght leg being twice the size of the left at the knee Amputa 
tion was performed and some time later the remaining leg began 
to show signs of elephantiasis 

Busey,* in his senes of articles on the lymphatics in 1876 
discusses non parasitic elephantiasis The congenital forms 
which he believed were local and occurred most frequently m 
acephahc and other monsters were the results of congenital 
nutritional defects the preliminary changes taking place during 
intra utenne life and being aided later by some acquired factor 
«uch as local inflammation The acquired form he bcliev ed in 
volved both the blood vessels and lymphatics, probably the 
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INCONTINENCE OF THE RECTAL SPHINCTER 

Summary Incontinence of rectum result ng from improper postoperatne 
management of a case of fistula in ano technic of repa r of external 
sph ncter 

Nine months ago while in the arm) this patient who is 
twenty lour jears of age developed a large acute ischiorectal 
abscess on the left side which was drained Subsequently a 
fistula de\ eloped which was operated and the tract laid open 
into the rectum cutting the external sphincter muscle The 
wound was tightly packed with gauze and according to the 
patient s statement this packing was not removed for ten days 
The fistula eventually healed but a deep depression running 
into the rectum and impinging to some extent on the internal 
sphincter remained The divided halves of the external sphincter 
could be felt beneath the skin on each side of the scar Since 
the operation the patient has had practically no control of his 
bowel movements and he soils his clothes a number of times a 
day There is no history of lues gonorrhea or tuberculosis 
On rectal examination a defect in w hich the index finger can 
be laid runs into the rectum from the left ischiorectal fossa 
On either side of this depression which represents the scar of 
the healed fistula can be felt small bunches under the skin 
which are the cut ends of the external sphincter muscle In at 
tempting to voluntarily contract the sphincters these cut ends 
retract demonstrating that the purse string action of the muscle 
i» lost On internal rectal examination the internal sphincter 
is intact but involved m scar tissue on the left quadrant There 
are no sinuses present 
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the subcutaneous fat areas. The artenaf blood lesseb shoird 
great proliferation of their endothelium, the capillaries were 
obliterated by endarteritis, whereas the lymph-channels were 
dilated, but their walls were not thickened 

The early symptoms of elephantiasis nostras may be de- 
scribed as recurring attacks of erythema, the initial attack of 
which is often seiere, edema and lymphangitis accompanying 
the erythema After some days the skin inflammation subsides 
and the edema persists, hypertrophy of the subcutaneous con 
nectn e tissue occurs in the meantime and thus elephantiasis is 
inaugurated Daniels 1 states that elephantiasis may follow single 
or multiple attacks of erythema, or there may be no associated 
erythema whatsoeser Pressure-pain is the second most con 
stant symptom and constitutional disturbance is often wanting 
Elhott concluded that the streptococcus is the cause of 
elephantiasis nostras and that the primary pathologic changes 
are in the blood \ essels rather than the lymphatics Lymphatic 
stasis is a secondary change and there results edema, great in 
crease of collagen with some infiltration of small round cells 
and polymorphonuclear leukocytes The condition must be dif 
ferentiated from scleroderma and leprosy 

Whether the primary changes affect the blood \ essels or 
lymphatics, we should be careful m drainage incisions not to cut 
off mam lymphatic trunks to dependent portions of the body, and 
if erythematous inflammation m these parts occurs we should 
be on guard against a resulting elephantoid hypertrophy Hot 
dressings rest, and other local measures must be adopted in 
streptococcic infections If the hypertrophy has already de- 
veloped, we can excise and offer some means for lymphatic 
drainage, such as threads or buned tubes, if the affected parts 
are important 

« But Med Jour„ 1908, 1359 
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INCONTINENCE OF THE RECTAL SPHINCTER 

Summary Incontinence of rectum resulting from improper postoperatnc 
management of a case of fistula in ano technic of repair of externa) 
sphincter 

Nine months ago while in the arm} this patient, who is 
twenty four years of age developed a large acute ischiorectal 
abscess on the left side which was drained Subsequentl} a 
fistula de\ eloped which was operated and the tract laid open 
into the rectum cutting the external sphincter muscle The 
wound was tightly packed with gauze and according to the 
patient s statement this packing was not removed lor ten da> s 
The fistula eventually healed but a deep depression running 
into the rectum and impinging to some extent on the internal 
sphincter remained The divided halves of the external sphincter 
could be felt beneath the skin on each side of the scar Since 
the operation the patient has had practicall} no control of his 
bowel movements and he soils his clothes a number of times a 
day There is no history of lues gonorrhea or tuberculosis 
On rectal examination a defect in w hich the index finger can 
be laid runs into the rectum from the left ischiorectal fossa 
On either side of this depression which represents the scar of 
the healed fistula can be felt small bunches under the skin 
which are the cut ends of the external sphincter muscle In at- 
tempting to v oluntanly contract the sphincters these cut ends 
retract demonstrating that the purse string action of the muscle 
is lost On internal rectal examination the internal sphincter 
is mtact but im oh ed in scar tissue on the left quadrant There 
are no sinuses present 
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the subcutaneous fat areas The artenal blood vessels showed 
great proliferation of their endothelium the capillanes were 
obliterated by endarteritis whereas the lymph-channels were 
dilated but their walls were not thickened 

The early symptoms of elephantiasis nostras may be de- 
scribed as recurring attacks of erythema the initial attack of 
which is often severe edema and lymphangitis accompanying 
the erythema After some days the skin inflammation subsides 
and the edema persists hypertrophy of the subcutaneous con 
nective tissue occurs in the meantime and thus elephantiasis is 
inaugurated Darnels* states that elephantiasis may follow single 
or multiple attacks of erythema or there may be no associated 
erythema whatsoever Pressure pain is the second most con 
stant symptom and constitutional disturbance is often wanting 
Elliott concluded that the streptococcus is the cause of 
elephantiasis nostras and that the primary pathologic changes 
are m the blood vessels rather than the lymphatics Lymphatic 
stasis is a secondary change and there results edema great m 
crease of collagen with some infiltration of small round cells 
and polymorphonuclear leukocytes The condition must be dif 
ferentiated from scleroderma and leprosy 

Whether the primary changes affect the blood vessels or 
lymphatics we should be careful in drainage incisions not to cut 
off mam lymphatic trunks to dependent portions of the body and 
if erythematous inflammation m these parts occurs we should 
be on guard against a resulting elephantoid hypertrophy Hot 
dressings rest and other local measures must be adopted in 
streptococcic infections If the hypertrophy has already de- 
veloped we can excise and offer some means for lymphatic 
drainage such as threads or buned tubes ll the aBected parts 
are important 
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INCONTINENCE OF THE RECTAL SPHINCTER 

Summary Incont nence of rectum resulting from mproper po^Topc rails' 
management of a ease of fstula in ano technic of refo r of external 
»ph ncter 

Nine months ago while in the trmj this patn.nl who is 
twenty four years of age dev eloped a large acute ischiorectal 
abscess on the left side which was drained Sub equently a 
fistula developed which was operated and the tract laid open 
into the rectum cutting the external sphincter muscle The 
wound was tightly packed with gauze and according to the 
patient s statement this packing was not removed for ten days 
The fistula eventually healed but a deep depression running 
into the rectum and impinging to some extent on the internal 
sphincter remained The div ided halves of the external sphincter 
could be felt beneath the skin on each side of the scar Since 
the operation the patient has had practically no control of his 
bowel movements and he soils his clothes a number of times a 
day There is no history of lues gonorrhea or tuberculosis 
On rectal examination a defect m w hich the index finger can 
he laid runs into the rectum from the left ischiorectal fossa 
On either side of this depression which represents the scar of 
the healed fistula C3ti be felt small bunches under the skin 
which are the cut ends of the external sphincter muscle In at 
tempting to voluntarily contract the sphincters these cut ends 
detract demonstrating that the purse ftnng action of the muscle 
ls l°st On internal rectal examination the internal sphincter 
is intact but involv ed in scar tissue on the left quadrant There 
are no sinuses present 
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In con idenng this case attention should be drawn to the 
madvTsabi!it\ of packing a nenh operated fLtuIous tract ti"htl\ 
and in leaving the packing in place for a number of days This 
procedure tnechamcalli separates the cut ends of the external 
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sphincter and maintained lor a number <. 1 da\ > mates a large 
delect in the "Ott parts which is replaced b\ a den-e mv* of -car 
Usnie. \ single la' er of va-ebned gauze u sufficient packing 
to pm tat adherence of the fre-hh cut il uts and if the wound 
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is dressed each day after the operation it is easj to keep the 
wound healing from the bottom bj gentle separation of the soft 




F g sOi —I lap turned dovtn cut ends of external sph ncter muscle exposed 
and appro xin ated b> mattress sutures of chrom c catgut 

parts by a probe When the fistula has healed the scar ttssue is 
then linear and the sphincter muscle is able to contract and 
narrou the anal opening Another feature of this case is the 
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presence of jncontmence with an intact internal sphincter In 
the great majontj of cases the internal opening of a fistula m 
ano is at the mucocutaneous junction w hich is between the in 
ternal and external sphincters Unless a large defect is made in 
the external sphincter the internal mu«cle is able to maintain 
continence In this patient a large defect filled ruth «car tis.ue 
as well as imohement of the internal sphincter by scar tissue is 
responsible for its failure to compensate for the lost action of the 
external muscle 

Operation — Under local anesthesia a semicircular incision 
from the tip of the coccj x to the perineum is made keeping 
about 4 inches awaj from the anus (fig SOI) This incision 
gnes ample exposure and is far enough aw a) from the anus to 
preaent soiling of the wound during comalesccnce k flap is 
now turned up toward the anus until the fibers or cut ends of 
the external sphincter appear (Fi" S05 1) The ends of the cut 
muscle are freshened and sewed together b> interrupted mattress 
sutures of chromic gut (Fig 50a 2 3) If it is desirable to de 
crease the circumference of the anus more than an end to end 
suture of the muscle accomplishes additional lateral sutures 
angulating the muscles max be put in The wound is closed with 
interrupted silkworm gut 

The bowels will be confined for two or three dajs The\ will 
then be caused to mox e daih b\ the u e of oil retention enemas 
to be gixen an hour before a bowel moxtmeni and the liberal 
administration of mineral oil b\ mouth 

Postoperah e \ ole — The wound healed b\ first intention and 
there was complete restoration of rectal continence 
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Summary Demonstrat on of fistula and tcchn c of curative operat on 

This patient Mrs McK is forty two years of age One 
year ago she hid an abscess in the posterior wall of the vagina 
following a fall against the edge of a bath tub This abscess 
was opened in the hospital and e\ er since the patient has had a 
discharge of gas and feces through a small opening on the pos 
tenor wall of the vagina She has had two operations for the 
repair of this fistula but in neither instance has there been a 
successful result Thereisnolistory of lues gonorrhea or tuber 
culosis and in e\ery other respect the patient is in good health 
On examination by rectum a small opening is found on the 
anterior wall at the mucocutaneous line which admits the tip 
of a small probe This probe can be passed into the \agma 
through an opening on the posterior wall about \ inch behind 
the perineal body (Fig a06 1 2) 

Operation — Using \ per cent no\ocatn solution the sphinc 
ter muscle and posterior vaginal wall are anesthetized and a 
tubular dissection of the fistulous tract from the \agmal side 
down to the submucosa of the rectum is made (Fig 507 3) 
As the rectal opening is usually somewhat retracted due to scar 
tissue contraction it is well to mobilize the suhmucosa for a 
distance of J inch around the rectal opening of the fistula This 
will prevent difficulty in turning the fistulous tract m e ide out 
into the rectum (Fig 507 4) A linen ligature is tied around the 
base of the fistulous tract which hangs loose in the rectum and 
the redundant portion of the tissue bey ond the ligature cut off 
(Fig 507 5) The vaginal defect which is now m relatively 
healthy and uninfected tissue is closed by two or three layers 
of interrupted catgut stitches 

Postopcrati e \ ole —The bowels were confined for three days 
At the end of this period the patient was allowed up and went 
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g 507 The nfected tract s d ssected out from the vag nal s de down 
to the mucous membrane of the rectum (3) It s then averted into the 
rectum 4 the base l gated and excess t ssue cut off d stal to the I gature {5) 
\ol 3 — 9 1441 
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home 'hortlv afterward Examination months later is* 
clo ed little evidence of her former trouble 

The advantage of this operation is that the whole infected 
tract is dissected out and inverted into the rectum which 
allows pnmarv clo ure of the vaginal defect \o pla tic open 
tion dealing with tL.tu]ous tracts around the rectum bladder or 
v agina is alwav s «ucce< fill but I think the relativ e 'implicit' 
of this one coupled with the good re-ult obtained in this ca-c 
recommends it 
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LACERATED WOUND OF BUTTOCK 

Summary A patient admitted for treatment two hours after receiving a severe 
lacerated wound of the left buttock princ pie of treatment of wounds 
during period of contaminat on technic and results in present case 

This seems like a morning of emergency surgery This man 
has just been brought into the hospital from his place of work 
He is a tank builder, thirty three years old, and a Ftnn by birth 
He does not speak much English, but from his employer we learn 
that about two hours ago while helping load a motor truck, he 
slipped and was caught by some sort of a heavy drill This tool 
had a sharp point and tore through the clothing over the left 
buttock and into the flesh There was considerable bleeding 
and a first aid dressing was appbed without making any attempt 
to sterilize the wound As we remove this dressing we find a 
ragged lacerated wound of the left buttock about 25 cm long, 
extending diagonally upward and outward There is still some 
oozing The wound is filled with blood clot which we will not 
remove until we are ready to repair the injury While this is 
civil surgery, we can apply some of the principles which the war 
has emphasized 

This patient comes to us during the period of contamination, 
and in civil practice we should see almost all our wounds much 
short of the arbitraiy eight hours usually allowed before the 
beginning of the penod of infection We shall proceed, there- 
fore, to cleanse thoroughly the skm surrounding the wound 
For this purpose we shall use tincture of green soap and water, 
taking care not to slop the infected water into the wound We 
shall now shave the entire adjacent area and cleanse again with 
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soap and water, and then follow with 70 per cent alcohol 
Benzine followed by 10 dm is an excellent method where tune is 
a factor, but where we have sufficient time at our disposal I 
prefer the mechanical cleansing with soap and water before 
attempting any method of sterilisation The blood-clot is now 




Fig 508 — Debridement mason at a distance from Round margins to ui 
sure removal of contaminated e ssue without soiling operative wound 

removed and I am swabbing out the wound surface with tincture 
of lodrn. I find that there is a ragged wound extending deep 
into the gluteus maximus muscle and it fs from this wound 
that the bleeding is occurring Fragments of overalls and dirt 
are ground into the muscle The patient is thoroughly anes- 



LACERATED WOUND OF BUTTOCK 144$ 

thetized and I shall now proceed with debridement (Fig 508) 
As the patient is rather fat there will be no difficulty in obtain- 
ing closure, and I will keep well away from the wound I have 
now removed in one block all the tom muscle and about 2 cm 
of skm on either side of the wound (Fig 509, a) It is essential 
to obtain good hemostasis, as blood or serum will make a good 
culture-medium. The muscle is carefully closed by interrupted 
sutures of catgut, taking a good deal of care to obliterate all the 
dead space, and the skin and underlying fat sutured with inter- 
rupted silkworm gut and silk stitches (Fig 509, b) It is well to 
insert a small collapsible rubber dram at the lower end of the 
wound to take care of any further secretion There is no reason 
why primary union should not be obtained and this dram will 
probably be removed at the end of forty eight hours 

There is nothing new about this method The great lesson 
the war taught was that the earlier a case was operated upon 
after injury, the lower the mortality Professor Depage m his 
address before the American Surgical Society, stated that during 
the war by early operation the mortality w abdominal cases had 
been reduced from 65 to 45 per cent He recommended in. those 
cases in which there was a doubt about the wound remaining 
stenle that it be left open and handled by Dakin’s solution 
secondary suture being done on the second thud, or fourth day 
Whether one should use Dakin’s solution or not in this type of 
case is still a much debated question, but the underlying surgical 
principles are the same always In a community such as this 
there js no reason why a man should not have the benefit of 
surgical cate well within, the period of contamination and 
primary closure should he the rule In case of suspected infec 
tion we must get efficient drainage whether we use Carrel Dakin 
ox not I think that we can heartily agree with Major Bulkley 
who m summing up his experience with fractures of the femur, 
said, "If more attention were paid to the operative treatment, 
less would be heard of the chemical treatment of wounds ” 

As a matter of routine tbs patient is given a prophylactic 
dose of 1500 units of tetanus antitoxin while he is still asleep 
We ha\e recently had a death from tetanus The patient had 
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been treated for fi\e dajs at home for an injur} of the hand 
There was a bad infection of the hand and arm when she en 
teted the hospital No one thought of tetanus at this time, and 
no antitoxin was gi\en Three or four da\ s later she developed 
tn«mus and two days later die died 



Fig alO — Healing by primary intention appearance of wound at time of 
discharge from hospital ten days after operat on 

After-history —There was. not the slightest drainage from the 
wound and the dram was remo\cd at the end of thirty six hours 
The stitcftcs were rented at the end of a week and the patient 
left the hospital at the end 0 f ten day* entirely well (Fig 510) 
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Pj?esb\teria\ Hospital 


OSTEOMYELITIS WITH VARIATION IN GROWTH OF 
THE FEMUR FOLLOWING SEPARATION OF THE 
DISTAL EPIPHYSIS 

Summary Presentation of patient discuss on of the results of injury to epi 
phj seal cart lage — the experiments of Bidder and of Haas application of 
expcnn ental results to cond tions in case under discuss on 

Tins patient came into the hospital complaining of a chronic 
discharging sinus on the outside of the right leg just above the 
knee The patient is sixteen y ears of age Three years ago at 
the age of thirteen he received a traumitic dislocation of the 
lower epiphy sis of the femur He was operated at that time in 
order to replace the epiph) which was held in position by 
means ol a Lane plate A sinus formed above the plate and two 
months later the phte was removed There has been a dis 
charging sinus ever since Otherwise his historv is negative 
General Examination — The patient is a vv ell nourished boy 
Examination is negative except for his right lower extremity 
There is a small sinus on the lateral side of the thigh just over 
the condyle discharging pus This leads down to a cavity in the 
lateral condyle of the femur 

The right leg appears shorter than the left smaller and 
there is a genu valgum deformity present On measuring the 
length of the two legs from the anterior superior spine to the 
medial malleolus the right is 1J inches shorter than the left 
By measuring from the spine to the adductor tubercle the short 
ernng is found to be in the femur 

The circumference of the right thigh 10 inches below the 
antenoT superior spine is 1 inch less than that of the left The 
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Presbyterian Hospital 


OSTEOMYELITIS WITH VARIATION IN GROWTH OF 
THE FEMUR FOLLOWING SEPARATION OF THE 
DISTAL EPIPHYSIS 

Summary Presentation of patient d acussion of the results of injury to epi 
pit) seal cartilage — the experiments of Bidder and of Haas application of 
experimental results to conditions in case under discussion 

This patient came into the hospital complaining of a chronic 
discharging sinus on the outside of the right leg just above the 
knee The patient is sixteen y cars of age Three > ears ago at 
the age of thirteen he received a traum itic dislocation of the 
lower epiphysis of the femur He was operated at that time in 
order to replace the epiphysis which was held in position by 
means of a Lane plate A sinus formed above the plate and two 
months later the plate was removed There has been a dis 
charging sinus ever since Otherwise his hist or v is negative 
General Examination —The patient is a well nourished boy 
Examination is negative except for his right lower extremity 
There is a small sinus on the lateral side of the thigh just over 
the condyle discharging pus This leads down to a cavity in the 
lateral condyle of the femur 

The right leg appears shorter than the left smaller and 
there is a genu valgum deformity present On measuring the 
length of the two legs from the anterior superior spine to the 
medial malleolus the right is lj inches shorter than the left 
By measuring from the spine to the adductor tubercle the short 
enmg is found to be in the femur 

The circumference of the right thigh 10 inches below the 
anterior superior spine is 1 inch less than that of the left The 
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Circumference of the right knee is l£ mche» greater than the 
normal left knee and that of the right calf is $ inch \e*s thin 
that of the left 

When the patient is standing we can =ee an interesting de 
fomutj due to the disturbance m growth of the epiphyseal 



Fig 511 — Note tilt ng ol th pel and icol o Ju i th shorter right leg 
The left leg is lira ght genu algum appear uni n the ngbt 

cartilage This disturbance has not onh n ulted in shortening 
but in a more marked shortening on the outer «idi of the right 
femur which has produced a genu \j!gum F.g ill The pel'll 
tips to the right with a compensators e jliosis due t > the shorter 
n „jjt jgg When the knees are in contact the right foot is 4 inches 
from the left 
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The roentgenogram gives evidence o{ a cavity in the metaph 
\sis of the lateral condyle (rjg 512) There is obliteration 
with ossification of the epiphvseal line on the literal side (Tig 



Fig 512 — x Raj photograph taken before operation there is a cavil) in the 
metaphjs s of the femur 

M3) There is some irregularity of the metaphysis (Fig 514) 
probably due to a fracture at the Ume of the separation of the 
epiphysis 
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1 wiU describe bnefh the operation for the care of tL, 
osteoim elitia and the bottle-shaped cavity in the bone 3 nd then 
discuss the i er> interesting disturbance of growth which we haw 
Operation General anesthesia The old scar is excised along 
the lateral «idc of the femur keeping abo\ e the joint line The 




F * 13 x Ra pho Ofnaph made i»o month after opetan. n Th 
sho»s the obi tcrat on of tf« p ph .«*J ne on the 1 oral de of th fen or 
and the u ergrowtb on th medial d Ihv «1 form «a\ hi n In 

place 

thickened periosteum reflected lateral], an d a mall o f emng 
which leads into a large cavm in the bone i, exposed This 
cavitj contains granulat on and scar ti up The opening is en 
Urged with a chiwl an 1 enough of the remote,) that the 
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cavity slightly wedge shaped with the ba«e it the fir rawest 
part The entire inner surface is chiseled and curetcd Hemor- 
rhage is controlled and sterilization attempted by application 
of 95 per cent phenol, followed by alcohol There arc still a 
couple of oozing areas in the bone that lam controlling by means 
of Horsley s bone wax 



/ 

/ - A 

Fig alt — x Rj\ 1 hotograph made two months after operation lateral view 
There s marked irregular ty of the n ctaphys s 

I am filling the space m the bone with Mosetig Moorhof % 
iodoform wax tilling This has been melted and cooled down to 
the consistency of butter The soft parts are sutured with in 
terrupted silkworm gut stitches without drainage 

This may heal up by primary onion but probably there will 
be some discharge of the iodoform wax The use of the wax 
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makes it unnecessary to keep the cavity packed with game 
eliminates frequent dressings, and may result m primary healing 
The heel of his right shoe will be raised and that of bis left 
lowered to partiall\ compensate for the shortening of In 
leg 

In contrast to this case I want to discuss a la e I had in the 
dime about a year ago This patient was a male about forte 
fixe a ears of age He came in complaining of symptoms resem 
filing a sacro-ihac strain I examined him carefulh and found 
the nght leg to be 1J inches longer than the left This was due 
to an increased length of the tibia There was 'ome enlargement 
and thickening of the tibia but no lateral deformitv 

He stated that at about twehe a ears of age he had had a 
seAere bone abscess which mAohed the tibia and had broken 
bx itself and finallx healed He did not know of the increased 
length of this leg and had onlx de\ eloped symptoms within the 
last two or three months The o teoimelitis had exidenth 
stimulated the upper epiphAseal cartilage plate of the tibia to 
increased actixuty 

Discussion-— Bidder in 1872 performed a senes of expen 
ments upon animals to determine the influence of injuries to the 
epiph\seal cartilage plate upon the de\elopment of the bone 
He injured the epiph\«eal cartilage plate by means of needles 
stuck into and b\ cult mg through into that region When he 
injured the outer Mde of the epiph\ *eal cartilage the outer side 
of the bone remained -.hotter than the inner and the rc\ er-e 
was also true If the whole cartilage was injured there was an 
e\en hindrance of longitudinal growth The plate became de 
generated and wa- replaced bx connectne tis uc cells or bone 
trabecula; which connected the duphx^n, and epipbe ^1 

There w ere more changes in the experiments w here there was 
crteomxebtis present in addition to mjurx to the epiphx -eal 
cartilatre plate Bidder concluded that where ph\ lologic actix 
itj was changed b\ Simulation or destruction there entered a 
disturbance of longitudinal de\elopment with characteristic de 
fortuity He belie\ed that length depended upon the integrity 
of the epiphvseal cartilage when the cartilage became the ste 
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of inflammation or necrosis synostosis of the bone segments 
might result 

Ollier made the following conclusions 

1 Insignificant incisions into the epiphyseal cartilage plate 
are without influence upon longitudinal growth 

2 Marked lesions or excisions have a strong influence and 
cause shortening or collapse 

3 Separation of the epiphysis is without influence if it is 
immediately replaced in good position 

4 Full excision of the epiph) seal cartilage plate causes com 
plete cessation of growth 

Haab found that sticking pegs into the diaphysis caused a 
stimulation of growth because of the indirect stimulation of the 
epiphysis When the epiphjsis was so treated there was a re 
suiting shortening 

Meisenbach found after experimentally stimulating the 
cartilage cells m some cases a wide epiphyseal line and increased 
compactness of diaphyseal bone He found that a stimulated 
epiphyseal line may be replaced by new bone He describes the 
epiphyseal cartilage plate as composed of (1) columnar cells of 
cartilage (2) proliferating cartilage cells (swollen cells of the 
diaphyseal line) (3) 2 one of calcified matrix 

Haas states that the epiphysis separates from the metapbysis 
uniformly in the region of the large vesicular cells of the columns 
of cartilage 

Haas has recently performed some interesting and very con 
elusive experiments with relation to the longitudinal growth of 
bone after injury to the epiphyseal cartilage plate and also upon 
the value of the blood supply in the region of the plate From 
his experiments he concluded that an adequate blood supply 
directly to the epiphysis is necessary for proper growth He 
found that when the blood vessels in the region of the plate 
are destrojed the loss of growth was greater than with destruc 
tion of the nutrient artery The loss of growth was in propor 
tion to the injury to the blood supply Other factors of course 
may x&tss soda as disturbances oi the endocrine system, or 
stimulation or injury of this region by trauma or disease 
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Some of the experiments that Haas performed upon growing 
boiies are very interesting, and I Will give the general results la 
abstract He used chiefly the growing metacaipal or metatarsal 
bones of dogs 

Group X Simple cross incisions through the epiphysis 

1 A simple incision made through the epiphysis distal to 
the epiphyseal cartilage plate There resulted slight or no dis- 
turbance in growth 

2 An incision through the epiphyseal cartilage plate (») 
Direct incision through the cartilage without separating the sur 
rounding tissues There resulted early ossification of the plate 
by changes in tts center The greater injury made a proportion 
ally greater disturbance in growth 

(6) Incision through the periosteum with separation in the 
line of deas age There always resulted a disturbance in growth 
Haas thinks it possible to make a separation without causing 
loss of growth. There resulted about the same disturbance by 
incising through the cartilage as from a separation in the line of 
cleavage 

3 Incision through the metaphyseal region across the bone 
This healed as a fracture in the shaft without causing any dis 
turbante m length 

Group II Longitudinal incisions through the epiphyseal 
cartilage plate 

1 Following a longitudinal incision through the epiphysis 
mto the diaphysis there was no disturbance. 

2 Following a longitudinal incision through the entire bone 
there was a definite disturbance The author thinks this due to 
a greater disturbance of blood supply 

Group HI Cross incision and raising and reimplanting the 
distal fragment 

1 >0 disturbance when the incision was distal to the epi 
pbyseal cartilage plate 

2 Always a marked loss of growth resulted when the incision 
was made through the cartilage plate, but never complete cessa 


tion. 



OSTEOMYELITIS 


1457 

3 When the cross incision was made through the metaphysis 
there was complete cessation of growth in nearly every case 

Group XV Longitudinal incisions with removal of one half of 
section 

1 Where the incision extended from one end through the 
epiphysis up to the metaphysis there was only a very small 
amount of growth after the operation 

2 Where the incision included the metaphysis the result was 
about the same as with previous experiment 

3 Following the incision through the entire bone and removal 
of a longitudinal one half of bone there was practically complete 
cessation of growth 

Group V Cross incision with removal of distal fragments 

1 Following an incision across the epiphysis distal to the 
cartilage plate there was no disturbance 

2 After the removal of the entire epiphysis up to the 
metaphysis there was almost complete failure of longitudinal 
growth 

3 After removal of the metaphysis and epiphysis there was 
a pointed outgrowth from the diaphysis but less growth than 
normal 

Group VI Cross incision with removal of the proximal seg 
ment 

1 After an incision through the line of cleavage of the epi 
physeal cartilage plate the segment was removed leaving the 
epiphysis with the cartilage plate There was practically com 
plete cessation of growth 

2 After an incision through the metaphysis and removal of 
the segment there resulted some growth but near the cartilage 
plate there was always considerable hindrance 

Group VII Boring into and removing the cancellous hone of 
the epiphysis 

1 There was no hindrance of growth following boring directly 
into the epiphysis 

2 Following bonng into the epiphysis through the epiphyseal 
cartDage plate there was decided hindrance of growth 

Group VIII 1 After crushing the epiphyseal cartilage plate 

VOL j— qi 
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and adjacent bone by a forceps there was earl} ossification with 
loss of growth in proportion to the injur} 

2 After cutting out a wedge from the region of the epiphyseal 
cartilage plate there was cessation of growth and ossification 
(Only a few experiments of this type were performed ) 

In the localization of the growing point on the epiphyseal 
cartilage plate Baas concluded from his experiments that the 
metaphyseal region plays little role m growth but acts on!) as 
a medium for growth but is aloO concerned m the ossification of 
the cartilage He belies es that growth is due largel} to the 
cartilage columns and adjacent cells in the epiph} -eal cartilage 
plate 

Haas studied the relation of the blood suppl} to the Iongt 
tudinal growth of bone He found that the chief blood-supph 
to the epiphyseal line of the metatarsals comes from the plantar 
arteries These arteries after rea chin g the epiphyseal line en 
circle the bone, into which the} send penetrating branches and 
anastomose with lessels on the dorsum The nutrient niter)' 
also enters on the plantar surface near the base of the bone 
Haas found that there is practical!! no disturbance in growth 
after cutting the tissue and blood suppl} of the basal part of the 
bone but it is marked after destruction of the epiphvseal Wood 
suppl} If both the nutnent arter} and the epiphyseal artenes 
are injured there is a greater loss of growth than when onl} the 
ones to the epjphvus are injured Apparently the nutnent ar 
ten. blood supply is not so important a factor in length produc 
ing as is the epiph weal blood •mpply 

These facts should be borne in mind when operating in the 
region of the growing epiph} sis Disturbances ma\ follow injury 
of the soft parts including the blood-supply to the epiphysis 
either b\ the ongmal trauma or through operatic e interference 
without direct injury to the epiphyseal cartilage plate 

Clinically we may see complete or partial arrest in bone growth 
after fractures in the region of the epiphvseal line through the 
epiphysis or metaphysia often associated perhaps with some 
separation. There may be increased growth near a diseased 
focus — tuber ail o- la and other forms of infectious processes 
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(Meisenbach MacAusland) apparently a result of the stunulat 
ing effect of adjacent inflammation 

Hentschel reports a case of lateral bendmg in the tibia and 
fibula after acute osteomyelitis 

Elmslie believes that a not infrequent talipes varus deform 
lty may be due to the partial arrest of growth of the lower end 
of the tibia due to a longitudinal fracture through the narrow 
est part of the epiphysis accompanied by a partial separation of 
the inner part of the epiphysis This results in a scar across the 
new bone at the extremity of the diaphysis on its inner half with 
a resulting diminution or cessation of growth The outer part 
may continue its growth resulting in a \arus deformity m this 
type of fracture and separation 

Sir Robert Jones states that he has had many instances of 
separation of the epiphysis due to surgical operations in their 
vicinity without a subsequent difference m growth 

There may have been a combination of several reasons for 
the disturbance of growth in this case We know there must be 
complete cessation of growth on the outer side of the femur as 
there is obliteration of the epiphyseal line and fusion of the 
epiphysis to the diaphysis It is possible that some growth may 
ha\ e occurred before this took place There is marked loss of 
growth on the medial side but it has not stopped growing with 
the other side as evidenced by the genu valgum Since the 
epiphyseal lme is still present on the medial side there is little 
doubt that the deformity will increase The loss of growth is 
evidenced by the shortening and the deformity There is some 
broadening of the femur in the epiphyseal region as this is greater 
m circumference than the left one 

The cause of the disturbance in growth may have been any 
one or a combination of the following 

1 Injur> to the blood suppl) to the epiphyseal line or injury 
to the surrounding soft parts at the time of the accident or of 
the operation 

2 Injury to the epiphyseal cartilage plate at either tune 

3 Extensive fracture or crushing of the metaphysts with or 
without direct injury to the epiphyseal cartilage plate 
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FRACTURE DISLOCATION OF THE ASTRAGALUS 

Sun n ary Late result of astragllcctomy diagnos s of fracture <1 slocation of 
astragalus treatment — astragalcctomy inadvisable as a rule median sm 
of fracture d slocation 

In a previous clinic we studied a case of fracture of both 
calcanei in which practically all the \anous causes of post 
traumatic disability occurring in such cases were demonstrable 
and we were gi\en an opportunity to consider the best methods 
of managing fracture of the calcaneus with an e\e to the re 
moval of these causes of disability and the consequent restora 
tion of the patient to an active life (Surgical Clinics of Chicago 
October 1919) Today we arc fortunate in having another case 
of trauma of the tarsal bones to consider in comparison with the 
case we have already studied 

The case is that of this young man who is now about thirty 
three years of age \s you see him walk across the floor you 
observ e that he limps slightly favoring the right foot and that 
there is a tendenev for him to hold that foot in slight inversion 
and outward rotation (Tig 515) We remove the shoe and 
stocking and find that the normal arch of the dorsum of the foot 
has disappeared the dorsum is almost flat from before backward 
and the angle between it and the anterior suriace of the tibia 
is but slightly greater than a right angle (Fig 516) The heel 
projects the malleoli are much lower than on the opposite foot, 
there is inversion a tendency to walk on the outer border of the 
foot (Tig a 17) and the foot and leg are carried in outward 
rotation so that instead of the natural springy heel and toe 
gait of the normal foot the patient stumps along rolling his 
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4 Inflammation of the bone directly or indirectly traumatizing 
the growing columns of cartilage and causing early ossification 
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FRACTURE-DISLOCATION OF THE ASTRAGALUS 

Summary Late result of astragalcctomj diagnosis of fracture dislocation of 
astragalus treatment — astraga!cctom> inads isablc as a rule mechanism 
of fracture d slocation 

L, a previous clinic vve studied a case of fracture of both 
calcanei m which practical!) all the various causes of post 
traumatic disability occurring in such cases were demonstrable 
and we were given an opportunity to consider the best methods 
of managing fracture of the calcaneus with an eye to the ie 
moval of these causes of disability and the consequent restora 
tion of the patient to an active life (Surgical Clinics of Chicago 
October 1919) Today vve arc fortunate in having another case 
of trauma of the tarsal bones to consider in comparison with the 
case we hav e already studied 

The case is that of this young man who is now about thirty 
three years of age As you see him walk, across the floor you 
observe that he limps slightly favoring the right foot and that 
there is a tendency for him to hold that foot in slight inversion 
and outward rotation (Fig ol5) \\e remove the shoe and 
stocking and find that the normal arch of the dorsum of the foot 
has disappeared the dorsum is almost flat from before backward 
and the angle between it and the anterior surface of the tibia 
is but slightly greater than a right angle (Fig 516) The heel 
projects the malleoli are much lower than on the opposite foot, 
there is inversion a tendency to walk on the outer border of the 
foot (Fig 3 \ 7 ) and the foot and leg are earned in outward 
rotation «o that instead of the natural springy heel and toe 
gait of the normal foot the patient stumps along rolling his 
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4. Inflammation of the bone directly or indirectl) traumatizing 
the growing columns of cartilage and causing early ossification. 
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police ambulance about fourteen months ago About two hours 
before, while he was driving a motorcycle and side car at the 
usual recJJcss speed With which such vehicles ire driven, he was 



side wiped by a motor truck our patient was pulled from under 
the wreck He was tamed to a nearby drug *tore where a 
doctor tried unsuccessfully to reduce a so-called dislocation of 
the ankle and thence as stated to this hospital 
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weight diagonalli from the outer side of the foot when it is placed 
on the ground to the inner side when the foot t> raised \ 
limited degree of motion is pos lble in all directions there are no 
points of tenderness although the patient complains of slight 
general soreness about the middle of the foot after a da> s work 
There is a well healer! operatise «car about 4 inches in length 
curving from the leg on to the foot behind the internal malleolus 
It is c\ident that something is missing from the tarsus of this 



F g Sis Pat ent nand ng with full »e ghi on both ItM Note tbi »*** 
s on and ouraard rotat on of the right foot 

foot the calcaneus is obnou 1\ present the astragalus then 
must be the mi suig factor as it is the onh bone whose isolated 
ab-ence would permit the malleoli «o nearh to approach the sole 
of the foot it also is largeh responsible for the com ent\ of the 
dorsum of the foot at the ankle-joint in the normal foot which 
is absent here This is a case of fracture-dislocation ol the as 
tra^lus with comminuted fracture of the internal malleolus 
treated b\ astra^alectomj 

The patient fir t entered this hospital on a stretcher from a 
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over a bulging of bone-like hardness behind the internal malleo 
lus Motion of the foot was impossible and pain was marked 
The skin over the abnormal bulging seemed to be on the verge 
of dissolution x Ray plates disclosed fracture through the neck 
of the astragalus with complete luxation of the body of the bone 
backward and inward and comminuted fracture of the tip of the 
internal malleolus (Figs 518 519) 

Under ether anesthesia an attempt was made to reduce the 
dislocated fragment this being unsuccessful open operation was 
resorted to With the fragment fully exposed we were unable 
to force It into position and the seminecrotic condition of the 
overlying skin and fat tissue did not seem to warrant our carry 
mg our incision through adjacent tendons m order to permit 
sufficient separation of the tarsus and tibia for reduction The 
entire astragalus was therefore removed 

Formerly astt&galectoray was regarded as the correct pro 
cedure in cases of dislocation of the astragalus since reduction 
without open operation is difficult— although sometimes possible 
when combined with tenotomy of the tendo achillis, or other 
resisting structures— and open operation was considered a grave 
risk Later astragalectomy was reserved by most men for cases 
of compound dislocation as it became evident that reduction 
could be made easily if the incisions were radical enough and 
that even though the fragment of astragalus were completely 
detached it was capable of living if restored to its normal posi 
tion Lately even compound injuries have ceased to be regarded 
as demanding astragalectomy In such instances we are advised 
to irrigate the wound thoroughly with a gallon or two of warm 
normal salt or a weak hydrogen perond solution remove all 
foreign matter excise devitalized tissue and after reducing the 
dislocation make a primary closure of the wound if necessary 
in order to obtain closure it is permissible to slide skin flaps from 
neighboring areas even leaving such areas raw rather than fail 
to cover the site of the dislocation (Preston Fractures and Dis 
locations Diagnosis and Treatment St Louis 1915 p 69'’) 
If suppuration ensues drainage is required 

The degree of dsabihty following astragalectomy in these 
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I saw him on the following morning He presented numerous 
cuts and bruises about the head and shoulders a fracture of the 
nght carpal navicular a huge abra ion of the left thigh and 




hnee and the legion of the n^ht loot which I ha\e alreadv men 
tioned The skin about the ankle was the site of the most 
extreme ecchvmo es there were «e\eral blebs the largest King 
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weight bearing in less than four months In old fractures, with 
deformity, astragalectomy usually gives the best results 

The patient before us wore a cast for ten weeks, walking 
in the cast during the last two weeks of that penod We then 
applied a Gibney dressing, which w T as worn for several months 
He has now been working full time for about six months and 
wears no support other than his shoe 
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traumatic ca«es is quite enable The patient before us repre- 
sents an a\ erage case He limps noticeably y et he is wo ting 
full time as a mechanic in a wagon repair shop and experiences 
little diff culty 

The mechanism of the production of fracture-drJocation of 
the astragalus is interestuig Apparently the displaced fragment 
is projected from its bed jin>t as one may cause a pea to be 
expressed from the pod this may occur as the result of combined 
extension and torsion of the foot in which circumstance the 
dislocation will be anterior or m excessn e dorsal flexion with or 
without torsion (Stealy Surgery Gyneco'ogy and Obstetrics, 
\ ol 8 p 36 January 1909) The usual cause of dislocation u 
a fall from a height It is stated that the higher the fall, the 
lower the fracture In falls from a considerable height the os 
cal as l> likeh to be the bone fractured m falls from lesser 
heights the astragalus m still shorter falls the bones of the leg 
(Brooke Medione and Surgery %ol 2 p 530 May 1918) 

Fractures are usually of the neck or body of the bone They 
may be simple fissure fractures or may be characterized by 
marked comminution they are sometimes of course compound 
In those imohrng the neck there is generally marked displace- 
ment and rotat on of fragments especially of the anterior one. 
When the anterior fragment is displaced reduction is often ac 
completed by manipulation and the end result is fairly g°°d 
from the funct onal standpoint When the posterior fragment 
that is the body of the bone is displaced backward the func 
tional result generally n> poor unless an open operation is re- 
sorted to and the dislocated fragment forced into its normal 
position 

The following is a summary of Brooke s obsera ations on this 
subject Fracture of the astragalus is more frequent than is 
commonly supposed When fracture occurs without dnplace- 
ment immobilization is all that is required and the end result is 
usually normal function When there is marked separation or 
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ACROMEGALY 

Summary Diagnosis of acromegaly current jp culations concerning etiology 
treatment of t tlfc value 

Tins man i» \mencan born He is fifty years old married, 
and a steamfittcr by occupation The history is as follows 
Complaint —(a) Headaches (i) frequency of urination 
Onset and Course— The headaches have been present for 
about one year they occur at any period of day t c day or 
night There is no special localization — may be cither frontal 
or basal or both There has been no preceding aura no gastro 
intestinal disturbance accompanying headache no change in 
vision no muscular weakness Appetite is good and bowels are 
regular 

Urination — frequency seems to accompany headaches at 
which time he has to urinate two or three times a night 

Preuons Illness — Childhood diseases No illness lemem 
bered during adult life 

Family — rather died at seventy six mother living Four 
brothers and four sisters liv ing and well No history of tubercu 
losis carcinoma or nervous disorder in family 

Sexual — Gonorrhea twenty six years ago Denies luetic 
infection 

Habits —Used alcoholic beverages freely until eight months 
ago Smokes cigarettes occasionally Eats and sleeps regularly 
Montal —Married twenty five years No children living, 
one still birth one died at one year, another at two years, wife 
had two miscarriages 
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ACROMEGALY 

Summary D agnosis of acromegaly current speculations concerning etiology 
treatment of little \alue 

Tras man is American born He is fifty 5 ears old, married, 
and a steamfitter by occupation The history is as follows 
Complaint —{a) Headaches, f,b> frequency of urination 
Onset and Course — The headaches ha\e been present for 
about one year they occur at an\ period of day, 1 e , day or 
night There is no special localization — may be cither frontal 
or basal or both There has been no preceding aura no gastro 
intestinal disturbance accompanying headache no change in 
vision no muscular weakness Appetite is good and bowels are 
regular 

Urination —Frequency seems to accompany headaches, at 
which time he has to urinate two or three times a night 

Previous Illness — Childhood diseases bio illness remem 
bered during adult life 

Family — rather died at seventy sir, mother living Four 
brothers and four sisters hung and well No history of tubercu 
losis carcinoma or nervous disorder in family 

Sexual — Gonorrhea twenty six years ago P ernes luetic 
infection 

Habits — Used alcoholic beverages freely until eight months 
ago Smokes cigarettes occasionally Eats and sleeps regularly 
Marital — Married twenty five jears No children living, 
one still birth, one died at one year, another at two years wife 
bad two miscarriages 
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lleart — Borders normal tones clear , no murmurs 
4 bdomm —Liver and spleen not palpable no tenderness, no 
tumor masses 

Extremities Upper There is marked thickening of the 
fingers and clubbing of the distal phalanges Lower There 
are no marked changes The toes appear of normal proportions 
Reflexes — Abdominal cremasteric patellar and plantar are 
lively no Babtnski no ankle clonus 

There is thickening and hypertrophy of the bones especially 
about the chest The clavicles ribs and sternum arc larger than 
normal Other bones which arc hypertrophic are the maxilla; 
and the bones of the hands 

The arteries which are palpab'e are moderately sclerosed 
The pulse is strong regular and equal on both sides 

Blood pressure is 190 systolic and 126 diastolic pulse press 
ute 64 

No change shown in the testes and function is normal 
Elimination of the eyes February 2 1919 was reported by 
Dr Lane as follows 

Right vision— 20/25ths plus 2 
Left vision — 20/20ths minus 1 
No pathologic findings (normal disks) 

Examination of gastro intestinal contents revealed no stnk 
ing abnormality 

The urine contains a trace of albumin and a few- granular 
casts The average quantity secreted in twenty four hours is 
about 2200 c c 

Blood examination is negative for pathologic changes 
x Ray examination madi of the sella turcica was reported as 
follows 

Anterior and posterior clrnoid processes elongated so they 
meet and completely enclose the sella otherwise normal (Fig 
S22) 

Such a deformity of the sella has not been proved to be of 
clinical importance 

In the case of the vertebra; feet knee and shoulder the 
reports were as follows 
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Physical Examination — The patient is a fatrh well built and 
nourished male not acutelv ill 

Head and \ect — The face is lengthened the lower jaw 
protruding bejond the upper the nose is enlarged and the lips 
thickened \o adenopath\ or enlargement of neck Thvrad 
normal (Figs a’O a21) 

Eyes — React to Ii'dit and accommodation 




F gs 0 s’l 1 holographs ol pa enl described n h ie« sho»ing acnr 
megal C change- n hand and face 

Ears Not unu uall' large 

Mouth — Teeth are in \ en poor con lition carious The roof 
of the mouth is xer\ highh arched and lorm an acute angle 
The aheolar margin of thi upper maxilla is markedl h\per 
trophied 

Cl (St — “symmetric expansion limited but equal on both 
udes 

_\ 0 duiness a rales 
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“A larked proliferate c changes and 'pur formations involving 
all lumbar \ertcbre bones forming the shoulder and Lcet- 
jomts (n,; 523) and di-tal phalanges of both feet (Fig 5241’ 
On the base of the preceding clinical examination we have 
made the diagnosis of acromegah and chronic inter titial 
nephritis 


/ 


-- % T, k- 
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Fi„ '2 7 — x Ra\ photograph of skull of patient «nh acromegaly The 
sella is not enlarged in th s case Note the eeaggerai or) o! the normal bonv 
prominences pininiliih the marled lengthenm of the io»er ja» 

The bom o\ ergrott th ot acromegah has aluavs received a 
great deal ol interest The function ot causing the ov exgrowth i 
usualh attributed to the hvpophvsis and olten associated with 
acromegah an increase ot chromophile cells is -een in the 
antenor lobe Adenomata rich in chromophile cells c\'ts and 
other tumors of the hvpophws are also often present incie. 
of acroraegal} 

The theorv is that there are separate ivpes of funetionatmg 
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fishes and reptiles and it has been suggested that the results 
of the study of such material may even afford support to the 
present theory of the pathogenesis of such legions • 

The interesting feature in our case is the presence of the 
hypertrophic changes which are often associated with infective 
processes m the individual and aUo the presence of the physical 
characteristics of acromegaly 

The changes seen in the plates are most marked in the hands, 
feet, and lower jaw Hypertrophic changes, exostosis formation, 
and spurs are also shown in the vertebra;, femora, flu, and 
cranium The mandible shows considerable overdevelopment, 
giving the profile marked prognathism (Fig 522) The cast 
made of the mouth shows overdevelopment of the alveolar 
arches and a high palatal arch The skull shows increase in the 
occipital and glabellar prominence The sella turcica is ap- 
parently normal Ho increase m the sue ol the pituitary fossa 
is shown by the plate 

It is of interest that the bony overgrowth is more marked at 
the tip of the extremities than elsewhere The distal phalanges 
of the hands and feet show the most marked hyperostosis The 
exostoses spring from the cortex and its periosteum and no 
ingrowth into the medullary cavities of the bones is seen The 
cortex medullary relation is normal The hyperostoses are ap 
parently accentuations of the normal roughemngs and tuber 
osities of the bones 

The similarity of the changes seen m the hones to those 
which are usually associated with chrome hypertrophic osteo 
arthritis is an interesting feature of the case 

There is of course no effective treatment Occasionally it 
may be desirable to operate in the presence of tumors which 
compress the optic nerve and thus destroy vision In such cases 
operation should be done early if it is to be of greatest value, 
operation is useless after the patient has become blind 

Experimental work has determined some of the effects of 
gland extirpation * * deposition of fat, sex atrophy, and failure 
to develop secondary sex characteristics resulting from the re- 
moval The effect however, of increase in function of the hypo- 
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cells within the interior lobe of the hypophjsis and that a 
predominance of one cell type determines acromegalic char 
acten=t ics Recent histologic studies gn e c ome support to such 
a theorj of pathogenesis * 

Eduard Uhlenhuth * in discussing metamorphosis m am 
phibian larva?, suggests the presence of special chemical mech 
amsms as necessarj to the development of the diiierent 
characteristics 

According to Uhlenhuth Development of the shin colora 
tion as well as development of the legs «c\ organs tongue and 
palatal teeth are all caused b> substances not identical with 
the substance causing metamorphosis and since the) are al«o 
all independent of each other in their development it is probable 
that a special chemical mechanism exists for the development of 
each one of the e <« groups of organs The noteworth) fact of 
the amphibian metamorphosis is that instead of being controlled 
and kept m harmonv bv the organic individual the develop- 
ment of at least six groups of organs is controlled «eparate!v b) 
the action of probabl) «« different chemical mechanisms each 
of which can be stopped or enforced independent^ of each 
other b) directi) supplying the substance required or b) caus 
mg an increased formation of it within the bod) b) suitable 
temperatures 

In accordance with this idea acromegah mav be an evpres 
sion of the unbalanced chemical mechanism resulting from 
changes m the actmt) of the hipophvsis 

The interrelationship of pituitarv and thyroid has been olten 
suggested* Allen 4 has shown that tadpoles from which the 
thyroid and pituitary have been remoxed show progress toward 
normal metamorphosis upon being fed iodin and Hoskins has 
shown that th)TOidectom) prev ents metamorphosis in amphibia 
at least for tw o seasons one and one third v ears if the animals 
are kept on a normal diet A chemical mechanism similar to 
that postulated to exist in acromegal) has been shown to exist 
m a plant organism bv Jacques Loeb * 

That bone changes of the kind shown m this case are not new 
to life is e hown bv the presence of such changes in fos d 
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AMENORRHEA AND STERILITY DUE TO FUNCTIONAL 
ENDOCRINE DISTURBANCES 

Summary A patient with functional disturbances suggestive of loss of balance 
of the glands of internal secretion recovery following administration of 
corpus luteum and thyroid extract 

Mrs F K K. , aged thirty one consulted me December 18 
1916 

History —Married eight and a hsU years, weight 156 pounds, 
a gain of 30 pounds in one year Family history was good She 
had always enjoyed comparatively good health 
< Present Illness —Illness consists in irregular menstruations, 
with periods of amenorrhea rapid increase in weight, sterility, 
and extensive and abundant growth of hair over various parts of 
the body 

Puberty occurred at thirteen She was fairly regular for ten 
years There is no historv of infection of either the patient or 
her husband 

The growth of hair on the abdomen is of the male type 
Abdominal and vaginal examinations revealed no pathology 
The uterus and ovaries were easily palpable and apparently well 
developed 

Diagnosis — The diagnosis was disturbance of function of some 
of the ductless glands 

Treatment — The cervix was dilated and she was given 5- 
grain capsules of corpus luteum three times daily Free men- 
strual discharge occurred after taking five of the capsules 

January 27, 1917 she reported having had three menstrual 
periods in one month The corpus luteum was stopped and 
directed to be taken when needed to rehev e amenorrhea 


*477 



I 476 WILLIAM T HAR5HA 

physis has not been definitelj determined and the relation of 
bone changes to pituitary function is jet debatable 
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hair after the glandular treatment was instituted The fact 
that she was stenle for eight and a half years and that there had 
never been any pelvic infection suggests that the pregnancy was 
made possible by the treatment 

The patient had peculiar periodic sensations in the head 
which were attributed to disturbances of the hypophysis There 
was a feeling of much fulness in the head when menstruation did 
not appear, which was relieved by menstruation The obesity 
and excessive development of hair are generally considered to 
be due to disturbance of the hypophysis Studies of tumors of 
the hypophysis have proved that there is a rather close func 
tional relation between the hypophysis and corpus lulcum 
Menstrual disturbances are of importance in the diagnosis of 
tumors of the hypophysis Menstrual disturbances of puberty 
seem to be closely related to the enlarged thyroid which is 
common at that age The tendency for the thyroid gland to 
enlarge dunng pregnancy also suggests that the corpus luteura 
and the thyroid are functionally associated 
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March 30, 191?, Dr Edward Reynolds, of Boston, to whom 
she was referred » reported an enlarged left ovary, probably a 
corpus luteum cyst, which he thought resulted from the use of 
corpus luteum 

On June 5, 1917, reported that she had a normal menstrua 
tion in April which lasted two weeks No menstruation since 
then That was the only menstruation since January, 1917 

June 20th reported that a normal menstruation followed 
dilatation of the cervix and the use of corpus luteum tablets 
From this time she was directed to take corpus luteum tablets 
at the tune of each approaching menstrual penod, and to take 
a small amount of thyroid tablets during the intennenstrual 
penod 

On September 26, 1918, she reported that menstruation had 
occurred each month The enlarged left ovary had become 
normal in size 

April 29, 1919 Has not menstruated for five months Ex 
animation shows a pregnancy of about fiv e months' duration. 

August 27, 1919 Patient gave birth to a child two weeks 
ago 

This detailed history is given as it is of interest to show the 
effect on menstruation from the use of corpus luteum and from 
dilatation of the cervix. The thyroid tablets were probably also 
ol some service 

REMARKS 

Although it is not possible to draw any conclusions from 
one case, there were a number of conditions present in this 
patient that are of much interest The menstrual periods could 
be produced regularly by treatment They w ould stop when the 
treatment was suspended At times it was impossible to bring 
on menstruations b> corpus lutuem and thyroid except in con 
junction with dilatation The relation of corpus luteum and 
thyroid to menstruation is so generally recognized as to need 
no special comment here The probable effect of dilatation of 
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MULTIPLE UTERINE FIBROIDS: SECONDARY ANEMIA, 
NEPHRITIS 

Summary A patient with sever* secondary anemia and chronic nephntia 
who presents a large uterine tumor plan of treatment adopted — results 

Mrs B , aged fort} eight years, American, mamed We 
have asked this patient to return this morning that you may see 
the results in a case in « hich the prognosis at the time of entrance 
to the hospital was not very good 

There is nothing unusual m her early history, no special 
illness that she remembers except measles and the minor dis 
eases of childhood Menstruation began at fourteen years, has 
always been regular and not attended by any special pam or 
discomfort Her appetite has always been good, bowels regular, 
no headaches Weight has remained about the same (160 pounds) 
for several years previous to her present complaint She was 
married when twenty-five years of age and has one child who 
is twenty-one years old There is no history of any miscarriage 
and she does not know of any reason why conception did not 
occur again At the time of the buth of her child, twenty-one 
years ago, her husband says the physician in attendance stated 
‘ that there was a small lump or tumor near the womb ” No 
further attention was paid to this, and the husband did not in 
form the patient of what the physician had stated 

Five years ago, while visiting one of the health resorts (Hot 
Springs), the physician in attendance there informed her that 
she bad albumin in the urine Nothing was done for this she 
States, except that she drank the water at the Springs for the 
tune being 

Six months previous to her admission to the hospital she 
had a profuse uterine hemorrhage, occurring betw een the regular 
uS* 
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Blood pressure — Systolic 110 dnstolic "5 pulse pressure, 35 

Urinalysis — 1190cc in twenty four hours Specific grav- 
ity 1010, reaction alkaline, albumin 3 plus — quantitive 15 
grams per liter or 0 15 per cent sugar none granular and hy a- 
line casts many 

Dingnostj — Multiple uterine fibroids seconders anemia and 
chronic nephritis 

What to do in this case was a question It was quite evident 
that the patient could not withstand another hemorrhage Her 
general condition the secondary anemia and the nephritis made 
the danger of anesthesia and oper ltion very great Under these 
conditions the patient was given absolute rest as nutritious a 
diet as the condition permitted medication for the heart and 
anemia and we waited hoping that before another hemor 
rhage would occur the patient s condition would have so far 
unproved that she might be operated on 

The patient progressed fairlv well for three weeks when 
hemorrhage began again and in order to prevent the loss of 
what gain she had made operation was performed at once The 
blood examination at this time showed 14 250 leukocytes 3 950 
000 erythrocytes hemoglobin 45 per cent 

Urinalysis — Specific gra\it\ 1010 reaction alkaline albu 
min 2 plus sugar none hyaline and granular casts 

^ou will readily agree with me that the prognosis in this 
case was not good M\ greatest concern was for the anesthetic 
but I am glad to say to you that I have ne\er had a better anes 
thetic given a patient of mine There was complete relaxation 
allowing the rapid removal of the tumor and yet the patient 
was practically awake before the dressings were applied and 
she was removed from the operating room There was no post 
operative emesis no distention of the abdomen or gas pains 
She did not receive any morphin follow mg the operation The 
functions of the bladder and rectum were performed ivithout 
any aid In fact the postoperative history of the case has been 
ideal and I assure you that the careful administration of the 
anesthetic had a great deal to do with it 

The tumor which will be passed around for your inspection. 
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menstrual periods, but she attributed it to ‘ the change of life 
as she says her friends told her that was a common occurrence 
Two months previous to her admission to the ho«pitaI there was 
another hemorrhage more profuse than the previous one and a 
pbvsjoan was called He pace her <ome medicine to take and 
after remaining quiet m bed for a few days the hemonhage 
ceased The physician who attended her at this tune made no 
examination to ascertain the cause of the hemorrhage, but al 
lowed the patient to remain under the impression that it was 
not unusual and was probably due to the menopause 

Following this last hemorrhage the patient was very weal 
She could not stand any exertion There was difficulty in breath 
mg Upon the slightest exertion r eviration became labored and 
irregular Her color was v ery pale and there had been some 
loss of weight 

Nine weeks ago the patient was admitted to this hospital 
Her condition at that tune was xery r bad She was very pale 
waxy in color The respiratory movements were irregular and 
labored at times A few rales were heard o\er both lungs 
Cardiac dulness increased, apex beat slightly to the left and 1} 
inches below the nipple A soft systolic hemic murmur present. 

Abdomen — A large tumor mass extending as high as the 
umbilicus on the right side and upward toward the costal arch 
on the left side was outlined by palpation Upon bimanual 
examination this tumor mass was found to be intimately con 
nected with the uterus In fact, the uterine body could not be 
made out separately from the tumor, which filled the pelvic 
basin and extended high up almost to the costal arch on the 
left side The mass which was nodular, was movable to a fair 
degree in the upper portion, while that part wi thin the pelvis 
was more or less fixed 

Blood examination at this tune gave 5000 leukocytes per 
cubic centimeter, erythrocytes 3 000 000 per cubic centimeter 
Differential white count showed 63 per cent polymorphonuclear 
neutrophils, 27 per cent lymphocytes, 2 per cent large mono- 
nuclears 3 per cent polymorphonuclear eosinophils Hemo- 
globin, 40 to 45 per cent 



EPIGASTRIC HERNIA-HERNIA OF THE LINEA A1BA 

Summary Pathologic anatomy of hernia of the 1 nea alba techn c of cura 

tive operation 

Mr T C is forty nine years of age an Italian laborer He 
gives no history of previous illness or injury Has always done 
heavy work as a laborer Four months ago he began to have 
pam in the epigastric region At first it was more of a burning 
sensation later the pain became more marked and there was 
nausea and vomiting following the eating of his meals He says 
that he also has to belch a great deal of gas A short time after 
he began having pain a small nodule was noticed in the median 
line of the epigastrium about 2 inches above the umbilicus 
This nodule has increased to the size of a walnut when he is 
lying down but when he stands up or strains as in coughing 
the mass increases to about the size of a small fist He has lost 
some weight because he says that when he eats the pain and 
vomiting distress him so much that he would rather not eat 

There is nothing unusual in the physical examination of the 
patient except this mass m the midhne above tbe umbilicus oi 
which he complains 

The diagnosis is quite plain There is a swelling in the mid 
hue or knea alba above the umbilicus Tbe swelling disappears 
to a great extent but not entirely when the patient lies down 
There is an impulse communicated to the mass when the patient 
coughs Some tenderness is complained of when pressure is 
made over the mass Plainly we h ve to deal with a hernia of 
the hnea alba or an epigastric hernia All hernias that occur 
m the midline of the abdomen with the exception of those that 
occur at the umbilicus ate called hernias of the linea alba They 
are more frequent above the umbilicus than below owing to the 
greater width of the linea alba above the umbilicus Longi 
tudinal bulgmgs of the linea alba are occasionally called hernia 
but they are not hernia in the true sense of the word because 
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consists of a mass of fibroids of the uterus (Fig a2a) It meas- 
ures 11x8x6 inches The left side is larger than the right 
Two of the fibroids on the left and one on the nght side were 
intraligamentous The bod) of the uteru« has been opened 
disclosing se\eral submucous fibroids one about the 'ize of a 
small egg The bod) of tbe uterus is ratber soft to the touch, 
evidentl) undergoing degenerative changes 

Toda), six weeks following the operation the blood ex 
ammation gives leuhocvtes 6000, ervthrocvtes 4 100 000 hemo- 
globin 85 per cent 



Fig 3 Itenne fibro d remoied at optrat on on case demonstrated 

Vrttialysis Specinc gTavit) 1018 reaction alkaline albu 
nun good trace sugar none granular and hv aline casts a few 
The patient s color has unproved a great deal There is no 
longer an) difficult) of respiration heart action good pulse 80 
appetite good bowels regular Patient takes exercise in the open 
air ever) da) either walking or motonno and savs that she is 
feeling xer) good 4\e are verv much gratified at the result in 
this case and the patient will be advised to place herself under 
the care of an internist for such future medical treatment as her 
condition roa) require 
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F g 52o 1 In s on made over m dd eof bulg ng 2 l. n and superfic al 

t ssuea ct a ted expo ng sac and rectos fasc a 3 sac etc sed peritoneum 
closed and flaps ou 1 ned n re tus fasc a 
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there is no defect in the transversahs fascia These buffings 
are caused by wide separation of the recti within their sheaths 

Epigastric hernia vary greatly in size, some may be no larger 
than a pea, others again may attain the size of a fist The larger 
sizes usually occur in the immediate vicinity of the umbilicus. 

The lrnea alba is an aponeurotic structure formed by the 
union of the sheaths of the recti on either side It is broader 
abo\e the umbilicus than below, and is m relation postenorly 
with the peritoneum, but separated from it by the transversahs 
fascia 

These hernia; consist frequently of protrusions of subserous 
fatty tissue through congenital or acquired openings in the 
linea alba, and resemble lipomas A portion of peritoneum is 
drawn through the opening into the center of these masses when 
they have persisted for some time, and true hernias are thus 
induced Considerable pain and abdominal distress vomiting 
colic, etc., are caused partly by traction on the peritoneum and 
partly by constriction of the neck of the sac against the sharp 
edges of the small opening 

Treatment— In some of the smaller hennas of the linea alba 
it is questionable if there is a true hernial sac In the present 
case, on account of its size, the fact that it can be partly reduced 
and the impulse communicated when the patient coughs I am 
convinced that we have a true hernia of the linea alba 

Operation — Ether anesthesia The patient having been 
properly prepared, an incision about 3 inches in length is made 
over the center of the protruding mass (Fig 526, 1) Care must 
be exercised in carrying the incision through the covering of the 
henna in order to av oid injury to any of the structures which 
may be found m the hernial sac The skin and subcutaneous fat 
are dissected back freely on both sides exposing the sheaths of 
the recti muscles (Fig 526 2) The hernial sac is exposed 
incised, and the adherent omentum which it contains is freed 
and returned into the abdomen The peritoneal opening is now 
dosed with a continuous catgut suture (Fig 526 3) 

The sheath of the left rectus musde is split by a vertical 
inasion about | inch from its median edge and the flap reflected 
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toward the median line The sheath of the right rectus muscle 
is split m the same manner about J inch from its median edge 
and the flap reflected toward the median line With chromic 
catgut an interrupted mattress suture is now placed beginning 
about | inch from the free edge of the flap of the rectus sheath 
on the nght side and returning through the flap on the left side 
It will be necessary to place four of these sutures and when they 
are tied the posterior sheath of the nght rectus with the trans 
versahs fascia is brought into apposition and underneath the 
flap of left rectus sheath with the transversahs fascia (Fig 
526 3 Fig 527 4) The free overlapping edge of the left rectus 
sheath is now sutured with a continuous chromic catgut suture 
to the anterior sheath of the right rectus By this method the 
strongest tissues (the fasciae) are utilized m forming a new ab 
dommal wall There should be no tension on these flaps when 
brought together The external opening is closed by interrupted 
silkworm gut sutures These sutures are passed from the left 
side first through the skin then picking up t)ie free edge of the 
left rectus sheath then the center of the fascial flap and finally 
through the skin of the right side (Fig 527 5) A few superficial 
sutures are taken to coapt the skin edges and then the inter 
^pted silkworm gut sutures are tied over a strip of gauze but 
not too tightly This obliterates all dead space in the wound 
The operation is now completed and there is a good firm abdom 
Wal wall made up of the best tissues available for that purpose 
The external sutures will be removed about the tenth day and 
there is no doubt that a cure will be obtained in this case 
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GUNSHOT WOUND OF THE BUTTOCK 

Summary A pat cnt with a gun hot wound of the ImttocU m which the bullet 

apparent!) ira\er«cd the pelvis without injur) to the pelvic viscera 

value of stereoscop c roentgenogram* in cases of this tv pc 

G B aged seventeen veai' schoolbo) This patient is a 
victim of the race riots which hive been going on for the past 
few da>s Bneflj the hi«tor) is that while walking down the 
street on his waj home in companj with sev eral other boj s about 
his age he encountered a crowd and fearing trouble started to 
ran m the opposite direction The boj «a>s that he hid not 
gone \er> far when he experienced a severe burning stinging 
pain in the buttocks and he immediatclj dropped to the side 
walk He was unable to get up and walk. Whether his inability 
to do so was due to the attending fright or the injury itself could 
not be determined at that time He was placed in an ambulance 
and removed to the hospital 

Upon examination shortlv alter his admission to the hos 
pita! the patient was found to be a healthy looking boy well 
nourished and with no other complaint than that due to the 
present injury He was m a highl) nerv ous state and complained 
of severe pains in the buttocks 

The only external mark ot injury that could be found was 
the wound of entrance of the bullet which was situated about 
h inch below and to the inner «ide of the tip of the greater tro 
chanter of the right femur 

An x raj plate made with the boy lying on his back shows 
the bullet apparent!) behind and above the tuberosity of the 
left ischium How the bullet could travel across from the right 
to the left side without injury to the bladder or rectum is very 
difficult to explain 

The patient has voided urine and it is perfectly clear, it con 
tains no blood B> rectal examination no injure of the rectum 
can be determined It is now twent) four hours since the injury 
occurred and there have been no symptoms developed indicat 
mg injur) to an) important structure or organ 
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entire right limb earned forward This gives practically the left 
lateral or Sims' position The incision about inches m length, 
is made directly upon and down to the tuberosity of the left 
ischium Care will be taken to a\oid cuttmg important struc 
tures the muscles being separated m the direction of their 
fibers Having come down to the tuberosity of the ischium a 
blunt dissection is now made upward on the pelvic side of the 
bone The incision is not so large as to allow one to see defi 
nitely in the bottom of the wound hence one must depend to a 
certain degree upon the sense of touch If the bullet is not en 
countered soon the incision will be enlarged By carefully dis 
secting our way upward for a short distance I believe that the 
instrument m my band is in contact with the bullet m fact I 
am sure of it and the bullet is now extracted by the use of a 
forceps The bullet is somewhat roughened from its contact 
with the bone in which it was slightly embedded The distance 
from the point of entrance to the point where the bullet was 
found is about 8 inches 

The wound will be closed in the usual way A small gutta 
percha drain will be inserted and allowed to remain for forty 
eight hours 

Before finishing this operation I want to see if it can be de 
temuned how the bullet went across from the right side to the 
left side A flexible probe is introduced into the wound of en 
trance and the track of the bullet followed This leads down to 
the coccyx and its further direction is lost It did not pass 
posteriorly to the coccyx of that we are certain and yet by 
rectal examination the rectum is found to be in very dose rela 
tion to the coccyx and it is difficult to understand how the bullet 
could have passed across without injuring the rectum The 
position of the bullet would indicate that when it struck the 
pelvic side of the ischium its further progress was arrested and 
it was turned upward and slightly embedded m the ischium 
It is remarkable m some cases of gunshot wounds the course 
that a bullet may take and at the same time not produce any 
senous injury to the various structures or organs which ap 
parently are in the trail one would think the bullet had taken 
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This first x rav plate, which was taken with the boy hmg 
on his back, shows as stated before the bullet apparent!) behind 
and above the tuberositv of the 1 chium Howev ef, this kind of 
a plate is not satisfactory in a case of this type The bullet 
has trav eled from one side to the other, and keeping m mind the 
formation of the pelvic bones I hav e disagreed with the mter 
pretatton of this plate given to me and therefore have had a 
set of stereo x rav plates made Bj studying these stereoplates, 



Fig alS — iRa' photograph hoo rc bullet embedded in left ischium the 
po nt of entrance »a over the greater trochanter of the oppos te side 


the po ition of the bullet is «hown to be to the pe!\ ic 5 ide and 
elighth embedded in the 1 chium about £ inch abu\ e the tuber 
osity (Fig 528) In ca«e> of this kind as well as injuries to the 
joints the skull the thorax or abdomen it is much more satis- 
factorv to make «tereoplate» than to u«e the ordinary single plate 
Operation — Ether anesthesia The patient has been pre- 
pared and he will be placed upon his left side the right leg 
flexed upon the thigh and the thigh upon the abdomen, and the 
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Cook County Hospital 


REPORT OF 1000 PATIENTS OPERATED ON FOR TUBAL 
INFECTION 

Summary High percentage of patients once operated on for pelvic disease 
requiring secondary operations mistakes in d agnosis and failure to re 
move all d scased tissues ch ef factors respons ble notes on choosing 
method of treatment 

The object of this report is not to offer any new form of 
management in the treatment of tubal infections but to con 
deinn the practice of unnecessary or incomplete operations, and 
to emphasize the necessity when operating, of removing all the 
pathology 

Women who have had a unilateral salpmgectomy oophorec 
tomy salpmgo-oophorectomy or double salpmgectomy often 
leaving an infected uterus tube or portion thereof frequently 
are seen by the gynecologist because they complain of as many 
if not more symptoms than they had before operation 

Because so many ot these cases are seen we thought it would 
be of interest to ascertain the percentage coming to operation 
who had previously been operated upon for pelvic infections 
In the last 1000 cases operated upon at Cook County Hospital 
49 or 4 9 per cent had bad partial removal of the reproductive 
organs such as oophorectomy salpmgectomy or more fre 
quently salpmgo-oophorectomy 

Besides these cases there were a number who were found at 
operation to have had a chronic pelvic infection yet had under 
gone some irrelevant operative procedure for the condition 
These operations consisted of curetments round ligament opera 
toons and appendectomies From the histones of these cases 
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the climacteric she may submit to a radical operation, whereas, 
a patient who has no children but who is within the child bearing 


age and desires motherhood, can afford to take conservative 
measures over a longer period of time, hoping that nature will 
heal the tubes so that conception may take place 

If operation has been decided upon, which, of course, is 
never during an acute attack one should be sure and remove 
all the pathologic tissue which is so often only partially re 
moved In the gonorrheal form the infection is practically al 
ways m both tubes as well as in the pars tnlersMtalts This 
means a hysterectomy or an amputation of the uterus which is 
sometimes called a Bell Beutner operation as modified by Poliak 
In the streptococcic form of infection in which the patient has 
survived the acute stage but where symptoms remain, opera- 
tion is delayed as long as possible as latent organisms are some- 
times aroused to activity by operative interference and an ap- 
parently simple case will die of streptococcic peritonitis 

Following hysterectomy, if care has been taken to cover all 
the raw edges which have been created by the removal of the 


uterus with the reflected peritoneal surface of the bladder, very 
few adhesions will take place even in the cases where many ad 
hesions previously existed This procedure also holds the stump 
of the uterus forward and the bladder upward In view of this 
fact fewer symptoms follow hysterectomy than m days gone by 
when a hysterectomy often left much trouble In the high am 
putation operation menstruation can be preserved and still the 
Pathology be removed In doing this operation one might ask, 
Preserve the menstrual function? Although its preserva 
bon is considered purely sentimental by some it seems worth 
while where we can safely do so We must however remove 
pathology irrespectiv e of age or other conditions 
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and tie pathology found at the second operation it seemed 
probable that the original trouble was tubal in origin. In the 
1000 cases there were 89 or 8 9 per cent in this <-la« These 
cases do not include acute salpingitis nor do they include cases 
where infection occurred subsequent to the first operation as 
near as we could ascertain Of the 1000 cases operated upon 
for chronic salpingitis therefore 138 or 13 8 per cent had pre- 
viously been operated upon because of symptoms referable to 
the pelvic condition These figures are almost certain to be too 
low inasmuch as a large number of cases who still had trouble 
would not return and many who did return refused operation 
or were not operated upon for some other reason 

Another point of mterest m this senes is the death rate which 
is 2J per cent The average age of these patients is 2oJ jears 
We do not mean to say that sometimes a secondary opera 
tion will not be necessary But we belief that the number 
should be smaller There are cases in younger women where it 
is highly desirable to sa\ e one or both ovanes It is often ques- 
tionable whether an o\ary should be saved or not in such cases 
we save it as the lesser of two evils In doing so we attempt to 
preserve the blood-supplj to prevent cystic degeneration and 
still sometimes such an ovary will cause trouble Admitting 
this we feel that it is still worth while in joung women to pre- 
serve the internal secretion from the ovary if we can con 
sistently do so However we do not feel that preservation of 
diseased ovanes is justifiable even in joung women 

We would divide the treatment of chronic pelvic infections 
into the conservativ e and the radical The choice of treatment 
depends upon the soaal condition of a patient to a great extent 
If a person is well to do rest in bed good nursing and general 
hygienic measures will cure many cases These cases can well 
afford to nsk a certain number of acute exacerbations in the hope 
that spontaneous healing may occur and operation be thus 
avoided With the less fortunate patient who cannot afford to 
— J *• ause she must go to a 
operation is indicated 
f children or is beyond 
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Michael Reese Hospital 


LESIONS OF THE FEMALE URETHRA: DEMONSTRATION 
OF FOUR CASES 


.Summary Caie I — Neuro-angioma of the urethra— typical clinical picture 

Case II — Angioma cavernosum — diagnosis 

Cast III — Angiosarcoma— characteristic history and findings on ex 
animation Discuss on of treatment of abo\e conditions— removal by 
cautery "the method of choice — advisability of subsequent radiotherapy 
in Case III 

Case IV — Gonorrheal granuloma— diagnosis necessity of rad cal 
treatment by curct and galvanocautery 


Case I— The patient complains of persistent disagreeable 
sensations in the urethra which occasionally take on the char- 
acter of sharp pains, beginning at the meatus urethra: and radiat- 
ing toward the clitoris There is no relation between the act of 
urination and the occurrence of the annoying sensations and 
attacks of p ain 

Inspection of the labia majora is negative The external 
urethral opening is somewhat gaping and presents, in the lower 
half of its circumference, an irregular, raspberry like excrescence 
This nodule is about the size of a large pea, has a broad base, 
and extends about 3 mm into the urethra The surface is not 
excoriated is not sensitive to touch, and does not bleed on pal 
pation Urethroscopy and cystoscopy reveal no abnormalities 
Such a growth is commonly termed “caruncle of the urethra ” 
The occurrence, however, of spontaneous pain in this tumor 
suggests the presence of nerve fibriUae in the lesion 
Clinical Diagnosis — Neuro angioma 


Case II The patient, a woman of thirty five years, reports 
1 at the urine is frequently bloody, also that apart from the act 
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closure with suture may often be not only a difficult and tedious 
task, but experience has shown that in many instances multiple 
and rapid recurrences follow The destruction of these growths 
by the actual cautery is an easy matter and if done thoroughly 
furnishes lasting results It is a matter of individual preference 
and not of essential significance whether to cauterize by actual 
cautery agents by means of the Taquelin, the galvanocautery, 
or by figuration 

In order to protect the normal mucosa during cauterization 
an olive wood stick is mtroduced into the urethra Any of these 
methods may be done successfully under local anesthesia In 
order to prevent recurrence m the case of angiosarcoma, cauter 
ization will be followed by radiotherapy 

Case IV — The next patient is a girl of twenty five who com 
plains that in spite of treatment administered for over six 
months she is still suffering from burning during and immediately 
after unnation and that her clothes are soiled by a discharge 
from the genitals There is a history of gonorrhea acquired 
about six months ago No intrapelvic pathology has been re 
corded The unne voided is slightly turbid 

The lips of the external urethral orifice are somewhat everted 
and seem to be swollen Stripping of the urethra by means of 
a finger inserted in the vagina produces a drop of viscid grayish 
fluid Microscopic examination of this discharge shows pus 
cells containing diplococci and other bactena The vagina and 
cervix are apparently normal While a steel sound may easily, 
and without especial discomfort to the patient be passed into the 
urethra upon its withdrawal a few blood streaks are discovered 
on its surface This finding calls for ocular inspection of the 
urethra 

Endoscopic examination shows the appearance of several 
reddish excrescences extending into the urethral lumen If 
by introducing a fine curet through the urethroscopic tube the 
lowest lesion is removed it is seen that un dsiiymg this growth 
there is a discolored cleft in. the mucosa Examination of the 
tissue removed shows it to be granulation tissue 
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of micturition there occurs occasionally a sudden flow of blood 
from the vuh a Menstruation has no relationship to this oc 
currence Urination is not painful nor are there an) abnormal 
sensations m the parts 

Inspection of the external urethral opening reveals the pres- 
ence of two tumors in the lower half of the circumference of the 
onficc the bps of which are somewhat protruding These tumors 
are pedunculated bean size bright red in color and not sensitive 
to touch Under pressure the) loose their bright red color and 
become pale and reduce in size Close inspection with the mag 
nifying glass shows a minute black «pot which has lost its glisten 
mg surface. This is seen at the upper surface of one of these 
tumors. The black spot just referred to represents the site of 
a previous hemorrhage with subsequent clotting 

Histopathologicall) these little tumors show angioma caw 
nosum a growth made up of cells enclosing blood spaces of van 
able sizes surrounded bj fine fibrous connectn e-tissue strands 
and occasional!) unstnped muscle-cells 

Case m — This patient states that for quite a period each 
act of unnation has been painful The pain is located at the 
meatus and persists for some lime after the act 

The external urethral opening on visual examination shows 
at Us lower margin a tumor the size of a small marble The 
nodule has a broad base and is grayish red in color The sur 
/are i> irregular and verrucous. In the center is a discolored 
crust. Touching this discolored area produces intense pain 
which is increased b) an) attempt at detaching the crust The 
tumor is sbghtl) compressible The crust formation n> due to 
retrogressive changes m the tumor characteristic of a malignant 
growth 

The diagnosis in this instance is angiosarcoma of the urethral 
mucosa. Thepammthiscaseisduetotheinflammator) changes 

about the margin of the nodule 

The «rurgica! indication in all the<e cases is identical The> 
must all be removed and it is the method of removal on!) which 
can be the object of ducu&aon Removal with the knife and 
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Presbyterian Hospital 


DIAGNOSIS OF URETERAL CALCULI 

Summary Sources of error in interpretation of simple * ray plates and of 
shadow graph catheter plates showing apparent calculi stereoscopic* rays 
author s method remarks on choice of methods of treatment — indications 
for open operation retrograde movement of ureteral calculi 

Much has been written in the past few years about the 
diagnosis of stone m the ureter and the entire trend of thought 
has been to render the diagnosis as accurate as possible When 
ureteral stone work was first done simple roentgenograms were 
taken, and shadows were seen on the x ray plate that were in 
terpreted to be stones but at operation no stone was found 
With the introduction of the shadowgraph catheter a great many 
of these shadows were proved to be of extra ureteral origin but 
a small group of cases remained in which the catheter and shadow 
producing body were apparently side by side In a few in- 
stances such patients were operated upon and no stone found 
This still left the method of diagnosis by simple shadowgraph 
catheter and Roentgen ray open to certain chances of error 
It was then suggested that these doubtful cases should have 
stereoscopic roentgenograms taken in order to reduce the pos 
sibdity of error Recently at the Presbyterian Hospital we have 
been using a new procedure which I described in Surgery, 
Gynecology and Obstetrics in November 1918 Briefly, tins 
consists of the following 

In a gnen case of suspected stone xn the ureter a shadougraph 
catheter ts passed and the patient taken to the x ray room where a 
double exposure is made on a single plate with a shift xn the tube 
In cases of stone in the ureter both exposures will show the 
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Diagnosis — Inflammatory granuloma of gonorrheal origin 
with fissure formation Further histopathologic examination 
will invariably show that in the \ acuoles of these granulations 
gonococa are found It is thus easy to explain the persistence 
of the gonorrhea. As long as these granulations and ulcerations 
in the mucosa persist infection will be maintained and therapy 
therefore must be radical. The granulomata should be scraped 
off b) using a sharp met through an endoscopic tube and the 
ulcerations thoroughly cauterized with a fine galvanocautery 
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l/r»«ir\ IncortlmtiKC — For one night during the second at 
tack patient lost control of the urine the urine dribbling more or 
less continuouslj for six or eight hours 

Menstrual Htslarx — Began at thirteen twentv eight <la\ 
type no ilj smenorrhea Married one son and two daughters 
living and well 

Family Union — Ncgattv c 

Physical Examination —Scalp negative Pupils are equal 
and respond to light and accommodation Impaired hearing in 
left ear 

Chest — Lungs — expansion good no areas of dulness no 
rales Heart — not enlarged no murmurs 

1 bdonten —Liver kidnej and spleen not palpable No 
tumor masses felt Slight tenderness on deep pressure in left 
lumbar region No swelling or other symptoms 
Reflexes —Knee jerks absent 

Cvsfoscofue £aa»imalio>t — Bladder negative except for a few 
slight irregularities at the neck Ureters normal Ureteral 
catherization easj and without obstruction 

Cell Count and Cultures —Bladder 30 right Lidne> 8 left 
kidnej 230 All three specimens are sterile 

x Rax Examination — Shadowgraph catheter in a single cx 
posure shows catheter running to the median side of a stone, 
double exposure shows shadow under suspicion I>ing m same 
relation to both catheters (Fig 529) 

Blood Examination — 4 100 000 red cells 14 100 white cells 
8a per cent hemoglobin 

Blood pressure — Systolic 128 diastolic 84 
Urinalysis — Cloudy straw colored 1014 alkaline no albu 
mm sugar or casts few epithelial cells no blood 

Blood Urea —170 mg per liter chlorids 4 7 grams per liter 
nitrogen 20 2 grams per liter carbon dioxid 48 1 c c 
Wassermann negative 

Discussion — \ tentative diagnosis of stone m the ureter w as 
made \ shadowgraph catheter was passed and the procedure 
just mentioned earned out In this plate >ou see that in both 
exposures the shadow produced b> the stone hug? the shadow 
voi. 3 — « 
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shadow of the stone and the shadow produced by the shadow 
graph catheter lying side by side In cases in which the shadow 
producing body is of extra ureteral origin but lying in the same 
plane as the catheter it produces a picture as though the shadow 
producing body and catheter were lying side by side the second 
exposure however shows a definite interval between the shadow 
under suspicion and the catheter This procedure we believe to 
be of definite advantage in the diagnosis of stone in the ureter 
and it furthermore reduces the source of error mentioned above — 
that of misinterpreting an extra ureteral shadow and operating 
upon a patient unnecessarily 

The patient I shall demonstrate this morning presents the 
following clinical picture 

Mrs P aged thirty seven admitted June 16 1919 She 
was operated on for gall stones m 19 W ISever cystoscoped 
before Had Roentgen ray examinations made in 1917 and 
1918 no stone was found 

Present Complaint — Pain in the left lumbar region Three 
years ago while she was getting dinner she was seized with very 
sharp cramp-like pain m the left side which doubled her up 
so that she went to the floor on her knees Was immediately 
put to bed and a physician was called who gave her a hypo- 
dermic of morphia The pam subsided and she had no recur 
rence for the next three or four months While the patient was 
in the country she w as again seized with very severe pains This 
tune the pam was accompanied by chill s and fever and the at 
tack lasted about one week The patient was taken to the 
hospital where she remained for three weeks Three weeks 
after her arrival home she was again seized with the same sharp 
cramp-hke pam chills and fever She remained home for a 
week and then went back to the hospital where she remained 
three weeks dunng which time she had one attack Since then 
the patient has had attacks every two or three months which 
are similar to the previous attacks Three weeks before enter 
ing the Presbyterian Hosp tal she had her last attack During 
this attack there was nausea and vomiting and some radiation 
of the pam to the inguinal region 
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Unttan Incontinence — ror one night during the second at 
tack patient lost control of the urine the urine dribbling more or 
less continuous!) for six or eight hours 

Menstrual IIistor\ — Began at thirteen twentv eight day 
type no dysmenorrhea Married one *on and two daughters 
living and well 

Fantil\ Ihston — Negative 

Ph\stcal Examination — Scalp negative Pupils are equal 
and respond to light and accommodation Impaired heating in 
left ear 

Clcst — Lungs — expansion good no areas of dulness no 
rales Heart— not enlarged no murmurs 

Abdomen — Liver kidnev and spleen not palpable No 
tumor masses felt Slight tenderness on deep pressure in left 
lumbar region No swelling or other symptoms 
Reflexes — Knee jerks absent 

Cystoscopic Examination — Bladder negativ e except for a few 
slight irregularities at the neck Ureters normal Ureteral 
cathenzation easy an l without obstruction 

Cell Count and Cultures — Bladder 30 right kidney 8 left 
kidney 230 All three specimens are sterile 

x Rav Examination —Shadowgraph catheter in a smgle ex 
posure shows catheter running to the median side of a stone 
double exposure shows shadow under suspicion lying m same 
relation to both catheters (Fig 529) 

Blood Examination — 4 100 O0O red cells 14 100 white cells 
85 per cent hemoglobin 

Blood pressure — Systolic 128 diastolic 84 
Urinalysis — Cloudy straw colored 1014 alkaline no albu 
min sugar or casts few epithelial cells no blood 

Blood Urea — 170 mg per liter chlonds 4 7 grams per liter 
nitrogen 20 2 grams per liter carbon dioxid 48 1 c c 
\\ assermann negative 

Discussion — A tentative diagnosis of stone in the ureter was 
made A shadowgraph catheter was passed and the procedure 
just mentioned earned out In this plate you see that in both 
exposures the shadow produced by the stone hugs the shadow 
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shadow of the stone and the shadow produced by the shadow 
graph catheter lying side by side In cases in which the shadow 
producing body is of extra ureteral origin but lying in the same 
plane as the catheter, it produces a picture as though the shadow- 
producing body and catheter were lying side by side, the second 
exposure, howev er, shows a definite interval between the shadow 
under suspicion and the catheter This procedure we believe to 
be of definite advantage in the diagnosis of stone in the ureter, 
and it furthermore reduces the source of error mentioned above — 
that of misinterpreting an extra ureteral shadow, and operating 
upon a patient unnecessarily 

The patient I shall demonstrate this morning presents the 
following clinical picture 

Mrs P , aged thirty seven admitted June 16, 1919 She 
was operated on for gallstones in 1904 Never cystoscoped 
before Had Roentgen ray examinations made in 1917 and 
1918, no stone was found 

Present Complaint —Pain in the left lumbar region Three 
years ago while she was getting dinner she was seized with very 
sharp, cramp-like pain in the left side which doubled her up 
so that she went to the floor on her knees Was immediately 
put to bed and a physician was called, who gave her a hypo- 
dermic of morphm The pain subsided and she had no recur 
rence for the next three or four months While the patient W3S 
in the country she was again seized with v ery severe pains This 
time the pain was accompanied by chills and fever and the at 
tack lasted about one week The patient was taken to the 
hospital where she remained for three weeks Three weeks 
after her arrival home she was again seized with the same sharp, 
ciamp-Iike pain chills and fever She remained home for a 
week and then went back to the hospital where she remained 
three weeks, during which tune she had one attack Since then 
the patient has had attacks every two or three months which 
are similar to the previous attacks Three weeks before enter 
mg the Presbyterian Hospital she had her last attack During 
tbs attack there was nause3 and vomiting and some radiation 
of the pain to the inguinal region 
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Vruian Incontinence — lor one night during the second at 
tack patient lost control of the urine the urine dribbling more or 
less continuous!} for six or eight hours 

Veuttrutl Ihston — Began at thirteen twenty eight da\ 
type no djsmenorrhea Married one son and two daughters 
living and well 

Family Ihston — Negatixe 

Physical Examination — Scalp ne^atixe Pupils are equal 
and respond to light and accommodation Impaired hearing in 
left ear 

Chest — Lungs — expansion good no areas of dulncss no 
rales Heart — not enlarged no murmurs 

Abdomen — Lixcr hidne) and spleen not palpable No 
tumor masses felt Slight tenderness on deep pressure in left 
lumbar region No swelling or other s>mptoms 
Relle'ccs —Knee jerks absent 

Cystoscopic Examination —Bladder negatixe except for a few 
shght irregularities at the neck Ureters normal Ureteral 
catherization eas> and without obstruction 

Cell Count and Cultures — B1 iddcr 30 right kidney 8 left 
kidney 230 All three specimens are sterile 

x Rav Examination — Shadowgraph catheter in a singte ex 
posure shows catheter running to the median side of a stone, 
double exposure show s shadow under suspicion lying in same 
relation to both catheters (Fig o29) 

Blood Examination — 1 100 000 red cells 14 100 white cells 
8a per cent hemoglobin 

Blood pressure — Systolic 128 diastolic 84 
Urinalysis —Cloudy straw colored 1014 alkaline no albu 
nun sugar or cists few epithelial cells no blood 

Blood Urea — liO mg per liter chlorids 4 7 grams per liter 
nitrogen 20 2 grams per liter carbon dioxid 48 1 c c 
Wasscrmann negatixe 

Discussion —A tentatixe diagnosis of stone in the ureter was 
made \ shadowgraph catheter was passed and the procedure 
just menu >ncd carried out In this plate you see that in both 
exposures the shadow produced by the stone hugs the shadow 
XOL.3— os 
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produced bj tbe shadowgraph catheter (Fig 529) Therefore, 
I believ e, we are justified in making a diagnosis of stone in the 
ureter 

I believe that ever} patient with stone ui the ureter should 
be treated bj non-operative measures first and open operation 
reserved for the cases m which instrumental manipulation fails 



Fig 3 29 — 1 Ra> photograph illustrating the author s method of d agnos 
ing ureteral calculus With a 'hadougraph catheter in place a double ev 
posure i 3 made on a single plate if the shadow under susp cion and tbe catheter 
maintain the same relative position to each other in both exposures the 
diagnosis of ureteral calculus is verified 

Accordingly after we were through collect mg the urine for 
examination we injected 10 cc of stenJe olive oil into the left 
ureter 

Following this injection of oil the patient had a verv severe 
attack of renal cobc The pain was described b\ the patient as 
bein 1 ’’ lower than in an> of the previous attacks She pointed 
to the pua ws beuaj down in the bonv pelvis Another roentgen 
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ogram was taken to see whether or not the stone had mo\cd 
and this * raj showed the stone located in the bonj pelus so 
we knew the stone had wandered from its previous position 
opposite the third lumbar \ertcbra down into the bonj pelvis 



ol 

add t onal support lo the d agnos s 


This fact furthermore \ erified the previouslj made diagnosis of 
stone in the ureter (Fig 530) 

A ote — On July 7 1919 four dajs after the first injection 
15 c c of oil were injected into the left ureter and on July 9th 
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20 cc of oil were injected We are contemplating further 
injection 

Although tin» ca-e i demon tratecf to illu trate the advan 
tage of the method of diagno 1 of 'tone in the ureter ju_t de 
'cribed rather than to dwell on the treatment of 'uch cases bv 
intra ureteral injections of oil or b\ open operation I 'hall 
mention one or two points in connection w ith the latter It i» 
a well known fact that mam ca-e- of tone in the ureter it gnen 
half a chance will pa the stone and we behev e that open opera 
tion 'hould be re-er\ ed for ca e-> in w bich intra ureteral manipula 
tiona fail After having gnen this patient a fair chance with 
this form of treatment if this treatment fails w e will then advise 
open operation 

Operation for 'tone in the ureter 'hould alwavs be extra 
peritoneal and ne\ er intrapentoneal owing to the danger of the 
development of pentomti One fact that mu t al vats be borne 
m mind m the treatment ot tone in the ureter whether that 
treatment be operative or non-operatne is the pos ibtlitv ot the 
stone migratin'* bach up the ureter Ca es ha\ e been reported 
m the bterature in which a debnite diagno is ot stone m the 
ureter wa_ made and in which at operation no tone was found 
\ 'ub-equent check up bv mean, ot the x ra\ demomtrated that 
the 'tone had wandered bach up into the ureter Occa lonallv 
the 'tone ma\ even wander bach into the pelvis of the hidnev 
Two v ear a"o I had uch an experience at the Pre-b lenan Ho 
pital The patient had received everal intra ureteral iniec 
tion' of oil and then he wa called home to \\ est A lrginia on 
ur"enl bu me- When he returned -everal month later for 
hi Roentgen rav check up in lead ot hnding the tone in the 
pelvic portion ot the ureter it w a mund in the lumbar portion 
In another case in which I had planned to operate 1 >r tone after 
mam attempt at intra ureteral manipulation- hid laded a 
'imilar condition was met wuh The tone w a mated m the 
intramural portion ot the ureter and I planned t open the 
bladder and take out the tone transv e-icalfv Ju t betore the 
patient was anesthetized another x rav w as taken w hich ho ved 
that the 'tone had wandered bach into the ureter between the 
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third and fourth lumbar vertebra? Had we overlooked this 
fact we would have attempted a trans\ esical remo\al of the 
stone which of course would have been unsuccessful because 
the stone would not have been found 

I mention these two cases as my personal experiences with 
this so-called retrograde movement of ureteral stones Doubt 
less this retrograde movement may take place m two ways 
When the stones are in transit down the ureter a certain amount 
of dilatation of the ureter takes place behind the stone If the 
stone is not very firmly fixed m the ureter and is not v ery large 
when the patient :s placed m position for operation it is easy to 
see how the stone might fall back into the dilated ureter It 
is a well known fact that the ureter is capable of retrograde 
peristalsis so it may be that these stones are carried back up 
the ureter by retrograde peristalsis 
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Asdouen gunshot vrounds of pulse 
ratem Aug 940 

Abdominal section suppurating wound* 
after care of June 601 
preparation for on table Aut 
996 

pre entioa of adhes on* in -4ur 
999 

technic Aug 995 
tumors Auf 915 OcJ 1083 


Abscess of pancreas first operation Oct 
1099 

history of case Oct 1099 
second operat on O t 1 100 
of subumbilical space urachal cyst 
and d fferenliat on June 522 
opening into bladder from append cal 
abscess A fin! 322 

subphremc following appendic tis 
April 323 ^ /i , 104 


“• uiuuio e iai n uiauou u Aug i ueauueni ut n J 
915 | Acromioclavicular articulation recon 


s h orectal sphincter incont nence 
after operat on Dec 1435 
of liver following appendicit s Apr l 

of lung Ap l 349 
chron c with fistula treatment by 
etcison Dec 1317 
after management Dec 
1323 1324 
of masto d Feb 163 
of pancreas O t 1099 Dec 1367 
1375 1376 

after h story Ot 1102 
dugnos s Ol 1102 


Anal region fistula n Ap I 423 
diagnosis Apr l 423 
proctoscopy m Ap l 424 425 
treatment Ap l 428 
Andrews operat on for hernia A prtl 
415 Aug 960 

Anesthesia in operat on for peritonitis 
Apr l 325 

local in operation for ep thelioma of 
lower Up Aug 894 
spinal remarks on Feb 205 
s te of pun ture n Feb 210 
strangulated femoral hernia oper 
ated under Feb 201 
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oircotics m. Ft J . 209 

*ith afypin, fefi^ 206 
>nti apothean, Fe(> , 20? 


HUT, Jane, (0> 

technic of reznoviog appetufr and 
treating stu np, April. 3IS 

ir fVj 122? 


VpCIllJUU, ml « 
physiol examination, Ocf, 1222 
chronic. A pril, 300 
compEcatioas. April 319 
dxignceis. 307 
epidemic, Od-, 122S 
frtuO focal infection, Orf-, 122S 
historical review, A pnS, 30\ 

Birr tnfertrons fo3o«inS April, 323 
otjiteration of the appendix m, CW, 
1223 

Oehsner * treatment, April, 3CU 
organism responsible, April, 307 
paralytic ileus following April, 329 
Barker locisioa in, Agd 302 


croon of fractures, April, 2*3 
Basedow’s disease. See Et°pk <W*w 
/oiler 

Beil t acmhj'terectomy, Od, 1291 
"guana, compound tincture of, use of, 
on dressing /»«, 615 
after operation for double 
harelip and deft palate, 
A prO 262 

evan a dressing for diJocatioo of div- 
ide, Od-, 1190 

Bile-duct, common, obstruction of, Jmr, 
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Bladder, cancer of, June, 534, 536, 537, 
Oct , 1239 

diathermy m, June, 539 
radium treatment June, 538, Oct, 
1240 

combined with fulguration, 
Oct , 1241 

treatment, June, S38 
papilloma of, June 532 
excision, April, 451 
fulguration in, June, 537 
multiple Apnl, 271 
radium m, April, 454 
treatment, June, 537 
stone in See Vesical calculus 
syphilis of, Feb , 137 
tumors of, June, 531, 761 
comments, June, 762 
treatment, June, 537 
urinary, and intestine, gangrenous! 

hernia of, Dec , 1411 I 
operation for, Dec ,1413 
diverticulum of, in inguinal hernia, 
operation for, Dec , 1407 


Brain, foreign bodies in, Aug , 861 
tumor of, Aug , 869 
comments, Aug , 8S4 
diagnosis, Aug , 669 
operation for, Aug , 877 
Bramard drill for fractures, April, 24S 
Breast, cancer of, neglected, electro- 
cautery knife nr, Dec , 1347 
management of, Dec , 1341 
radium and r rays in, Dec , 1343 
radical operation (or, suggestion in 
technic, Apnl, 385 
ulcerating, Oct , 1 103 
Breech presentation, Aug , 1045 

cesarean section versus pubiotomy 
m, Aug, 1053, 1055 
delivery in, Aug , 1046 
histones of cases, Aug , 1045, 1048 
induction of labor in, Aug , 1046 
introduction of GigU saw in, Aug , 
1049 

pubiotomy rn, Aug , 1050 
Smellie-Veit maneuver in, Aug, 
1052 



Aug , 1007 
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Cancer of base of tongue and epiglottis, 
examination, Feb , to 

combined with fulguration, Otl n 
1241 

treatment, Jum, 5Jo 
offcast, W*ted. “cUota-tery 
knife in, Dec , 1M? 
management of, Dec . W 
radium and x-rays in, Dm 134i 
radical operation for, suggestion in 
technic, it pnl, 385 
ulcerating 0rf,1103 

after-history , Od , 1108 1 

electric cauterization of operative 

field, Oct , 1104 

f palliative operation, 
x-rav ’treatment after operation 
of cardS and lower esophagus. Od 

diagnosis, Od , 1U9 
gastrostomy in, Orf , ‘ 

Ktoty of ase, Od • 

phy^cal examination, Od , 

lowing AprU, .281 
of face, Feb-, l 03 

after history, Fee . lw * r, h 

electro-cautery operation in, 

sim^rafting after oper 

FeT.JM „ . 

- nv treatment alter 

Feb, 106 

o{ laiyoi,^M3“ 

pain m, fei "„ r.i 170 

squamous-cell, Fe , - 359 

•'ro“ 1 ”SS‘ 8 S? 

°'g££™ 


I Cancer of rectum, choice of operat»a 
I in, Aug , 102o 

first operatJoD, Jug ■ 10i> , n7fi 

pmUpse after. dvjrlOK 

history of case, Ml< 10" Q „ 
physical examination, Aug, 
postoperative result, d» J 

Second operation, d «g , 1023 
of stomach, Orf , 1^7 
histrry of c*f. <W- 1137 

M.wn. 

of tongue, Fei, 67 
examination, Feft , » 

history 0/ case. Fit , 63 

palliative operation in, Aug , 
radium treatment, Fro . 
syphilis and, differentiation. Fa 


f ,1149 


ofu^Llicus 
of upper eyelid, /««e, 7 H 

treatment, Juit. ‘ " 335 

j^s^rSEVSim 

Oct, IMS - . zv, lisp 
Canes of spine sDent, Od • * ,.j 

sgcfeassMg' 

I materials of 

Catgut, chromicued, fot trac 

patella, A fid, 2s- threads of 

kangaroo tendon and^ *!^^ 
tendon as subsmutra,'^' - 

Catheter ostitis, pottop'” 1 *■ 

I 213 

Jacobs’, Od , MS7 


I Cecum carcinoma of, •*** 

I Cervical of. Od , 1 1»« 

«£T3 -vS£« v. 

Cervix, amputation OI > ,jci 

1 

| Cesarean section, “““ 
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Cesarean section in dystocia with 1 Compound fracture of ankle-joint with 
threatened rupture of uterus, forward dislocation of foot ? Feb, 194 
June, 576 Compression of musculospital nerve, 

in eclampsia, June, 573 ] Aug,1&) , , . , , 



diagnosis, AUg 1 dv u 


utowuu m vpU atiUll, J» Jll l», 

259 

third stage of operation, Aprti, 
' _ 262 

Closure of cranial defects by osteo- 
periosteal grafts from tibia Aug , 


treatment, Oct , 1066 
tumor in, Oct , 1062 
thyroid Oct 1209 

Cystitis postoperative catheter, Feb , 


retroperitoneal wounds of, Aug 955 
factors causing high mortality in, 
Aug ,957 

history of case, Aug , 955 

£ ration, Aug , 955 
.sical findings, Aug , 955 
postmortem findings, A ug , 9S6 
Postoperative course, Aug , 956 
Combination examination in sterility, 
Juki, 58S 

Common bile-duct, obstruction of, Jum, 
757 

Composite odontoma, June, 645 
causes, June, 6S4 
clinical history, June, 64S 


illusion lui removal, J une, 3 19 
infection of subumbilical space and, 
differentiation, June, 522 
symptoms June, 527 
treatment, June, 524, 529 
umbilical concretion and, differentia- 
tion, June, 523 

ovarian, Oct, 1275, 10SJ See also 
Orarutn cyst 
pilonidal, June, 753 


Uaxiv' 1 snlujaak vr, June, fflb 

Deafness, nerve, Fib , 169 
Debridement in lacerated wound of but 
tock, Dec , 144S 
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Diphtheric refection, postoperative, of I 
hernia wound, April, 445 
Disl o ca t ion, chronic, of otter end of 
dande, Au j, 835 
forward, of atlas on ms, Od, 1 185 
of davide, Beran’s dn°zng for, Gkf, 


1196 

of outer end of davide, Od, 1193 
history of case, Od, 1193 
operation. Oil , 1196 

stair-step de'ornity in. Od 

11M 

of shoulder, fracture of shaft of hu- 
merus with, Feb, 81 
recurrent, of patella, April, 29l 
operation for, April, 291 
Disturbance of eqintbnua, Ftb , 16a 
Divcrtietdnm, Grenz, 7ime, 669 
Model's, /me, al 3 

of esophagus, June, 661 
dia gnos i s , June, 67s 
Halstead’s operation for, June, 677 
Jung’s method of cLagnosmg, June, 


, «, 669 

pulsion. June, 669 
Rumpel’s method of 

s ymp toms, June, 671 
traction, 7«w, 673 
671 


first stage of operation, April, 


second 'tage of 
April, 2>9 
third stage of iteration, A prS, 


1124, Dec , 1397 

isoperistaltic attachment m, Oct, 
1126 

methy’ene-blue before cgieration m, 
Od, 1123 

operation in, Od, 1118, 1122, 1125 
physical examination, Od-, 1122 
postoperative care in, Od, 1130 
pyionc eadnaon m, Od-, 1 130 
occlusion in, technic, Dec, 1398 
pyloroplasty in, technic, Dec, 1399 
with fistula, Feb , 89 
bismuth paste m, Feb-, 94 
gastroenterostomy in. Ft i, 91 
history of case Feb , 89 
operation m, Feb , 90 
x-ray rrajn.natvm, Od, 1118, 112a 
Dystocia with threatened rapture of 
a tens, cesarean section in, June, 576 


EccnosaiBoici, cnchondroma and, drf 
fertntiation, Od, 1203 
F>taTrpc.a_ cesarean section in, June, 573 
Egypt, ancient, trephining m, Aar, 494 
Elbe's, c,.~i following exnoon of lower 
end of bunenis ,4«;, 841 
operation to produce stability, Aug, 

m 

shrapnel wound of, Feb , 15 
Electrocautery knife in neglected car- 
cinoma of breast, Dec., 1347 
Elephantiasis, classification, Dec, 1430 
filarial. Dec, 1431 
non-parasitic, Dec, 1432 
nostras. Dee, 1430 
early symptoms, Dec, 1434 
etiology. Da , 1130 1 t?l 
of scrotum. Dec, 142o 
historv of case, Dec, 142S 
operation. Da , 1429 
physical examination, lea, 1 -ixo 
tropical, Dec, 1431^ J1M 


I 


U I ■ a • ■» 

ni, patent ccnpfcabmesentenc, June, ot guH-blsaaer tMivun, c-— ^ ’ 

541 with, Dec, 13>l 

diagnosis, June, 547 of p’enra, lmgaticn in, Feb, ISO 

ttSSSt. /»«, 542, >49 removal of pus m, without lung cd- 

mtelLne, remnants of. Jure, 544 Upse, Aug, 967 
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operation, vu , tin 
physical examination, Oct ,1110 
prognosis, Oct , 1116 1 

of hand Oct, 1199 
history of case, Oct , 1199 
operation, Oct , 1203 
theory of congenital origin, Oct, 
1201 

Endocrine origin in amenorrhea and 
sterility, Dec , 1477 

Epibronchial fossa of Leutgert, June, 673 
Epidemic appendicitis, Oct , 1228 
Epigastric hernia, Dec , 1485 
operation, Dee , 1486 
strangulated, A fnl, 439 
tenderness m, April, 441 
Epilepsy, Jacksonian, in ossifying en 
chondroma of brain, Oct , 11CW 
Epithelioma of face, Feb , 70 
clinical diagnosis Feb , 70 
history of case, Feb , 72 
radium treatment Feb , 73 
of lower lip, Aug , 893 

after history, Aug ,901 
Gunn’s technic toe removal, Aug , 


u, . — ^„ant tumor of bladder, April, 

Exophthalmic goiter, Oct, 1205 
cardinal symptoms, Oct , liw 
diagnosis, Oct , 1206 
diHerenUal diagnosis, Oct , 1207 
history ol case, Oct , 1205 
laryngoscopic examination, Oct , 

medical treatment, Oct , 12CO 
partial thyroidectomy in, Orf , 1210 
physical examination, Oct , 1206 
treatment, Oct , 1209 

after operation, Oct , 1214 
Extravasation of unne, Aug , 949 
non traumatic, Aug , 949 
perirenal, Aug , 949 
retroperitoneal, Aug , 949 

1 spontaneous, Aug , 949 

from chronic urethral obstruc- 
tion, cases, Aug , 950, 952 
traumatic, from kidney pelvis, case, 
Aug , 950 . 

Eyelid, lower, plastic restoration of, 
Oct , 1165 

upper, carcinoma of, June, 71/ 
treatment. June 719 
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Femurs, fracture of. /**,. 591^ ^ | ForamittTs method of Bcurolysu, i» t . 


history of rase, Dec., 1481 
operation, Dec, It So 
physical examination, Dec ,1481 
operation in, Oct, 1096 
x ray examination in Oft., 1091 
Fibroma of Urge intestine, Dec , 1333 
Fibrous goiter, Od , 1209 
Fibula, destruction of, from osteo- 


w forearm, Aug , 862 
in hand. Ant , 862 
m leg, Aug , S62 
in lower jaw. Act, 864 
in lumbar region, A eg , 862 
in lung, Aug, 862 
m Beck, A ag, &62 
in pelvis, A ug , 862 


treatment, Ayru, -*is 
intestinal, Jane, 699 
rectovaginal, Da , 1 139 
vcsicoragmal, Aug, 969 


8ee also 


, vain,, a^inai, slag, 

I tSKmapnai Jululo. 

Flail elbow following excision of lowt 
end of humerus, A *• , 841 
Flexion fracture, 4 * g , 1016 
Floating kidney, A ug , 975 
abdomen in 4wj , 978 
causes, 4 » j , 979 

digestive disturbances, Aug , Ml 
history of case, 4 ug , 975 
indications for opera bon in, Aag : 
982 

nervous symptoms, Aug ,9 81 
neurasthenia m, A ug , 9X1 
occurrence, -4w/ , 979 
operation m, Aug , 982 
plain in, Aug , 9‘0 
physical examination, 4 ag , 97a 
pressure symptoms, 4»j, 93* 
renal paroxysms in 4 ug , 9S0 
symptoms, Aug ■ 979 
urinary changes in, lug, 931 
Focal infection, appendicitis from, Od 
1228 

Foot, contracted, FA, 227 
foreign bodies is. 802 
hollow, F tS 227 

types of, FeS, 228 


flexion, Aug, 1016 

forces operative in Aug , 1014 

greens tick, Aug , 1016 

gunshot, of innominate bone, Oct, 1171 

Lane te chn ic m failure, A pnl, 24 5 


multiple drilling A pnl, 243 
oblique, Aug, 1019 
of anatomic neck of humerus, trans- 
verse, Feb , $6 

of carpal scaphoid, <1 pnl, 371 
diaenosis, J fit!, 379 
limitation 0 f motion in, April, 377 
mechanism, A frit 371 
old cases, treatment, April, 332 
pain in, April, 373 
swelling in, April, 377 
symptom?, A pnl 373 
in old Hinny, A prC 378 
tenderness in A prS, 374 
treatment, April, 331 
ancomphcated, treatment of, 
April, 381 

with dislocation of fragments, 
treatment, 382 

of external condyle of humerus, ow 
untreated, A»g 987 
of femur Od, 1215 

history of case, Od, 1215 
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care of musculospiral nerve in, 
April, 2S1 

Lane plate in, Afrtl, 247 



astragalectomy in, Dec , 1465 
history of case, Dec , 1461 
method ol production, Dec , 1466 


lisa 

splint for, Oct , 1158 
of beet of femur, impacted intra 
articular, Peb , 197 
of os calcis, Oct , 1307 

application of plaster cast in, Oct , 

breaking up impaction in, Oct , 


Gapl-bladdeb, chronic empyema of, 
cholelithiasis with, Dec , 1351 
disease, respiratory embarrassment in, 
A pril, 390 

syphilis of liver simulating, April, 
389 


of scapula, gunshot wound with, Feb , 4 
of shaft of humerus with dislocation of 
shoulder, F<i> , 81 

of suth cervical vertebra;, Ocl , 1181 
Brown Sequatd syndrome m, 
Oct, 1184 

hematomyelia in, Oct , 1184 
history of case, Oct , 1181 
of surgical neck of humerus, June, 589, 
636 

of tibia, greenstick, Aug , 991 
Parham Martin band as cause of non- 
union, April, 243 
spiral, Aug , 1018 
torsion, Aug , 1016 
unimited of humerus, Aprtl,l251 
of neck of femur, A prit, 399\ 


history of case, Dec , 1377 
operation, Dec , 1379 
physical examination, Dec, 
1378 ' 

postoperative treatment, 
Dec, 1333 

transg&stnc cauterization, 
Dec, 1381 

treatment, Dec , 1381 
of lesser curvature, excision Dec , 
I .MR ’ 


gastroenterostomy in, results. 
Dec , 1385 

partial gastrectomy in, results, 
Dec , 1385 
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Gastnc ulcer pj loroplasty m clinical 
course Dec 1 389 
reasons for use of Dee 13S9 
technic. Dee 1391 
S PP^s diet in June 73a 
surgical treatment, indications, 
lane, 732 

Gastroenterostomy m duodenal ulcer 
with fistula, Feb 91 
in gastnc ufcer of lesser curvature 
Da 138o 

Gastrostomy in cancer of cardia and 
lower end of esophagus, Oct 1152 
Ssahanajew Frank method June 622 
Gastrotomy on baby for remo -al of open 
safety-pin June 7s7 
Gemto-urmary tract, conditions of 
roentgenologic demonstration, Feb 
149 


Gunshot wound of stomach history of 
case Akt 937 
operation Aug 94l 
physical examuiatiiin, Aug 937 
postopera tii e ccmrJiaUons, Am 
945 

treatment, A ug 944 

prognosis, Aug 944 
types ,Aug 943 
of thigh treatment, Feb 20 
through-and through of neck Fib 

treatment, Feb 9 
of popliteal spare of leg Feb 10 
with fracture of scapula Feb 4 

Canel-Dakin treatment, Fei 5 
Gynecologic cases, after treatment of 
bladder in Feb 214 


Gigli saw introduction of in breech Feb 214 

presentation Aug 1949 Gynecomastia, Fib 187 

Gland prostate hypertrophy of prosta essential Fib 189 
tectomy for \pnl 4o7 treatment, Feb 189 


wound neuroma of median eerie 
palm of hand due to, Jug J545 
of abdomen pulse-rate in Jug 940 
of buttock, Dor, 1491 
history of case, Fke 1491 
operation, Dec 149* 
of knee, fei 4 
of parotid region, 4 u? sw 

fat fasoa transplant m. Jug 

history of case 4ug, 909 
of stomach, Jug- 937 
after history A*t 9,1 


second stage of operation April 

2o9 , , 

third stage of operation April 
262 

_ r _atlon for technic, April 265 
Hawley table June 592 
Heel plastic repair June 553 

" — * of right rectus muscle June 

fracture of S“«h «*■ 

local 1 ertebra 0(1 1184 
rematuna in congenital cystic kidney 
Od 1063 
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matomic neck. 


■ ■ ■ .old untreated. 

Hemorrhage from bowel a duodenal of shaft, with dislocation of shoul- 
ulcer, Ocf , 1121 der, Feb , 81 

secondary, in war wounds, Frt> , 23 of surgical neck, June, 589, 636 

causes, Feb , 24 Hydrocephalus with spina bifida, (re- 

signs and symptoms Feb , 25 quency, Feb , 101 
source, Feb , 24 Hyperplasia of thyroid with dyspnea, 

transfusion for, methods, Feb , Dec , 1417, 1421 

29 diagnosis, Dec , 1418 

treatment, Feb , 26 histones of cases, Dee , 1417, 1421 

- of shock, Feb 28 operation, Dec , 1419 

Hernia, Andrews’ operation for, April, physical examination, Dec , 1417 

415, Auj , 960 treatment. Dee ,1418 

epigastric, Dec , 1485 Hypertrophy of prostate, 0 cl , 1271 

operation, Dee , 1486 history of case, Ocf , 1271 

strangulated, April 439 operation Ocl , 1273 

tenderness ui, A prtl, 444 physical examination, Ocl , 1271 


,4*rii,251 

Lane plate in, April, 247 
unumted, April, 251 
vol. 3 — efi 


of antrum from diseased upper molar 
tooth Feb , 181 
of right antrum, Feb , 178 
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div e rttculum of unwary bladder 
operation for, Dec , 1407 
strangulated, complicated by acute j 
gangrenous appendicitis, April, 


Kanc'eoo tendon as substitute fur cat 
gut, April, 241 

Katzenstein s modification of Tubby’s 
operation for winged scapula, April, 


fistula, June, 698 
obstruction, June, 681 
etiology. Jure, 68S, 686 
operative treatment June, 682 
symptoms, June, 687 
treatment June, 687 


parenchyma, benign tumors of, Od, 
1068 

solitary cysts, of, Od , 1067 
stone in, Feb , 1 if, 13a, Orf, 1261 
traumatic rupture of, /Vi-, 131 
true neoplasia of, Orf, 1068 ^ ^ 


Irritable uterus, June, 583 ] 

Ischiorectal abscess, sphmrte * 're- " 

tin race after, operation, Dec 

Isoperistaltic attachment in « »■ 

ulcer, 0,1, 1126 

use of head stethoscope in, Orf, 1304 
Jacksonian epilepsy in ossifying en I Lacerated wound of buttock Dec , 1443 
chondroma of brain, Od , UCw f debridement in Dee , 1445 

Jacobs’ catheter, Ort , 115a j Lane plate m fractures failure, April, 243 
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Liaca alba, hernia of Dec 1485 
operation De 1486 
Linitis plastica Av[ 1039 
Lip lower epithelioma of Auf 893 


Mayo s stages of perforation id duodenal 
ulcer Off 1132 

operation for clos ng hernial openings 
Afinl 442 


Liver abscess of following appendicitis I blood in transfusion Feb 29 36 38 
April 323 U 

ameb c abscess June 765 
cystadenoma of multilocular 


Lung abscess Apr l 349 j Musculosp ral nerve care of in fracture 

chronic with fistula treatment by j of humerus April 2S1^ 


fore gn bod 

metastat c sarcoma of simulating tu 
berculosis Feb 12s 
Lymphosarcoma involving stomach 
Au t 1037 


Maugnajit tumor of bladder earns on 
Apnl x 451 

radium in April 4S4 


Neck fore gn bodies in .4 u| 862 
of femur impacted intra articular 
fracture Feb 197 

through and through gunshot wound 
of Feb 7 
treatment Feb 9 

Neoplasms of kidney true Oct 1068 
Nephrectomy for tuberculosis of kidney 
Feb 147 * 

chron c fibre d tumors of 
vith Dec 1481 
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| physical nomination, Dec , 1449 
1 ’■——•*~~ntJ<rK}rmnhvsi3m pc 


Nobfe's operation for high reetocele, 
Orf , 1LS5 

Non union m fracture of j SW , Od, 1157 
rauses, Od , 1IS7 
hutones of cases, Od , 1157, It58 
Nose, injured plastic reconstruction of, 
Feh.Sj 

new, plastic construction of, Feb , 57 
Novocain, spinal anesthesia with, Feb, 


0*sTsrcrtc>M of common bile-duct, June 


removal ot uterus and append' 
ages in Od , 1090 
uterine fibroid in, Od , 1094 
differential diagnosis, Od , 1276 
disappearance of tumor in Od , 1085 
histones of cases. Od , 1275, 10S3 
operation, Od , 1278, I0S4 
parovanan cyst and, differentiation, 

ftr, 1277 

physical examination, Oet- 1276 
reappearance of tumor in, Od-, 1084 
simulating pregnancy, history of 
case, Od , 1096 

Ovary, condition of, sterility and, June, 


of ileum from tuberculous ulcers, after j 581 
management, Feb , 77 I multiple cysts, Jane, 5S2 

Ochsucr’s treatment of appendicitis, I Ovum, defective implantation, J unt, SSI 
JJ>rtI,3(bi J 

v. * - — -vo» " June 645 I 

. -iNnn, Feb 174 


Dec., lc*Ki 

Omphalomesenteric duct, patent, June, 

diagnosis oi l***. 547 j 

treatment of, /“**• 549, SaZ 


first stage of operation, Afnii, 
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Palrte tick daub!? harel p and, third 
stage of operation A friS, 26 2 
Pileopatliology studio in, June, 4S1 
P^atioa in abdominal tumors, A «*, 

P»l»v crutch, Qd, 1179 
lustoty or case Oct , 1179 
wnst-drop m, Ocj , 1 179 
m?^.? b5CRS o! > O'' .*0» Dec, 
JW 1375 1376 
mercauus, acute Dee , 1371 
“Mission Dee , 1373 
fulminant, Dec , 1367 
treatment, Dec , 1375 
subacute Dec, 1367 1375 
““gnosis, Dec , J370 
'bscussion Dec, 1373 
eamination in Dec , 13*0 
“story of case Dec , 1368 
operation Dec 1370 
symptoms Dec , 1370 
treatment Dec 1376 
ultra acute Dec 1374 
treatment Dec 1375 
Papilloma of bladder June 532 
erosion of A pul 451 
fulfiurationm June 537 
multiple Apr, l, 271 
radium in Aprtl 454 
treatment, June 537 
of larynx Feb 172 
removal, Feb 174 

Paralysis Brown-Sfquard Aug 858 8o9 
ot serratus magnus April 391 
diagnosis April 394 
etiology April 393 
prognosis April 394 
treatment April 3 94 
Tubby’s operation for A pnl 396 
Xatrenstein s modification 
April 397 

Paralytic ileus following operation for 
append citis April 329 
Parham band 


Patter incision 10 appendicitis April 
302 

Parotid ((land tuberculosis of^vtug 911 


ratctla, fracture of, April 2JJ, 419 
chromiciied catgut for suturing 
A*nl 253 

condi lions .im ulating A pul, 431 
operative treatment t pul 4 IS 
time to operate, April 431 
recurrent dislocation A Pnl 291 
operation for April 291 
refracture ot April 429 

Patent omphalomesenteric duct, June, 
541 

diagnosis, June 547 
treatment June, 549 552 

Pedicled flap method of shin grafting 
lug 963 

Pelvis foreign bodies in A up 862 

Percussion of abdominal tumors, A up , 
927 

Perforation in peritonitis treatment, 
April 32S 

Perineorrhaphy in high rectocele Oct 
1236 

Peripheral nerve injuries with especial 
reference to lesions of bmrbia) 
plexus A up W9 
surgery tug 769 

after treatment A ug 787 

Per renal extravasation of urine, Aut 
949 

Peristalsis visble in abdominal tumors 
.U* 924 

Tentoneal cavity pus in in peritonitis, 
April 327 

Peritoneum tuberculosis of June 681 

Peritonitis after appendicitis April 324 
surgical management Apnl 325 
drainage in April 327 
Fowler position in April 328 
gastnc lavage in April 328 
medication m 329 
morphm in Apnl 329 
operation for anesthesia m Apnl, 325 
dressing after Apnl 327 
inci ion April 32a 
perforation m treatment April 325 
pus n peritoneal cavity m 40riJ 327 
salme solution m Apnl 328 
stomach washing in April 328 
testing the peritoneal cavity to deter 
mine whether pentomt s ts local or 
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Nephrolithiasis, postoperative history: 

and course, Od , 1268 
Nephropexy for floating kidney, Aug n 


Omphalomesenteric duct, remnants of, 
June, 543 

Os calcxs, fracture of, Od , 1307 See 
also Fracture of cs talas 
operative treatment, June, 623 
Ossifying enchondroma of brain, Od-, 


compression of, Aug-, 769 
popliteal, external, interruption of, 
Au t , 786 

surgery, peripheral, Aug , 769 
after treatment, A ug , 787 
popliteal, external, anatomic division, 
3irg, 773 


bistory of case, A ug , 1001 
operation m, A ug , 1001 
postoperative history, Aug , 1005 
iT nna s paint in, Aug , 1003 
of tibnc, June, 627 
operation, Dec , If 52 
physical examination, Dec , Iff? 

"f A *til rniohvsis in. Dec , 


ForamittTs method, Aug , 112 
Neuroma of median nerve in palm of 
hand due to gunshot wound, Aug , 843 
Neuroplasty for winged scapula, April, 
395 

Noble’s operation for high rrctocele, 
Od , 1235 

Non umon in fracture of jaw, Od, 1157 
causes, Od , 1157 
histones of Cases, Od , 1157, 1158 . 

Nose, injured, plastic reconstruction of, 

Feb , 51 1 

new, plastic construction of, Fci, 57 
Novocain, spinal anesthesia with, Feb , 
206 

ObSTbcctwn of common bile-duct, June, 
737 , , 

of ileum from tuberculous ulcers, after 
management, Feb , 11 
Ochsner’s treatment of appendicitis, 
Apnl,30i j 




'Ovarian cyst, ua , ij»u. *» •> 
bilateral, Od , 1087 
appendectomy in, Od , 1093 
history of case, Od, 1067 
operation in, Od , 1088 
removal of uterus and append 
ages in, Od, 1090 
uterine fibroid in, Od , 1094 
differential diagnosis. Od ,1276 

disappearance of tmnorm Od ^1083 

histones of cases, Od , 1 27a, 10&3 
operation, Od , 1278, 1084 

parovarian cyst and, differentiation, 

Od , 1277 

physical examination, Od, 1276 
reappearance of tumor in. Od-, ‘w* 
simulating pregnancy, history 01 
case, Od , 1096 

Ovary, condition of, sterility and June, 

multiple cysts, June, S82 
Ovum, defective implantation, June, 58J 

demos of larynx, Feb , 174 
, cancer of larynx, 

deft, double harelip and, A pm, 
2o7 .m-1 

first stage of operation, A pm, 

sjrai stage of operation, 
April, 259 



INDEX TO VOLUME 3 


IS2S 


, .. __ 0 f, A priK 253, 429 

catgut for suturing. 


Palsy, crutch, Od , 1179 

history of case, 0.1, 1179 I 

Btfst-dropm,**-/, 1170 

Pancreas, abscess of, Oct , 1009, Dee , 


• • mulatmj?, April, 431 

r ■ -atment, .Ipril, 415 

time to operate, April, 434 

recurrent dislocation, April, 291 

operation toe, April, 293 
refracture of, April, 429 

r ait nb a'cmrsen t e nc duct. June, 


Paralytic ileus foliowing operation for 
appendicitis, April, 329 
Parham band as cause of non-union of 
fractures, A prtl , 24 3 


operation for, anesthesia in, A prit, 325 
dressing after, April, 327 
incision, April, 325 
perforation in, treatment, April, 32S 





I PUonidal cyst, June, 753 
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Placenta prrvu, cesarean section Sn 
June 571 

Plaster cast in fracture of os calcis, Oct 

uij 

Plast c operation for constriction at 
vain nil onfice and vaginismus 
Afcl 295 

operations on face Feb 47 
repa r of del to d muscle A prtl 2$7 
of bed June 55 J 

Pleura empyema of irrigation in Feb 


rseudocyvsis, Oct 1007 

Pub otomy in breech presentation A“t 

1050 » k 

versus cesarean section in breecn 
presentation Aug 10a3 1055 
Puerperal toxemia and insanity Od 
1297 

history of case Oct 1297 
physical examination Oct 1207 
Pulsation in abdominal tumors, A u( 924 
Pulse-rate in gunshot wounds of abdo- 
men Aug 940 


At m <HJ _ 

hem a Aug 9a6 
Andrews 1 operation in Aug 900 
Mayo operation for Aug 959 
Pregnancy imannary Oct 1097 

intraligamentous uterine nbro u com 
pheated by Feb 190 
ovarian cast simulating nistory ol 
case Oct 1096 

* ray esamination in 0<r 109a 
Pxthistor c times, trephm ng in June 

Piesentat on breech, Aug iota «ee 
also Price* fraentil on 
Pressure d verticuhon of esophagus 

Proctoscopy in fistula in ano Afnl 424 
ProUpse of uterus, degrees, April -40S 

4^ 410 

Prosur^rcf Ort 125? SeeJso 

Cancer ef prosl^te 

""g? bn-n-rW. 

Oct 1275 


pyloroplasty^m duodenal ulcer technic 

of lesser curvature Dec 13&S 
reasons for use of Da 15S9 
technc Dee 13flS 

P\ lorus, resecuon of for impermeab 
luetic stricture AfrJ 2/a 
ryosalpure chron c bilateral Orf 12- 
amputat on of ccrvti m Oct IW 
defun elation of uterus in Od 
12SS 

history of case Od *28 1 
operation in Oct I2S5 
pefitomxation «<h sigmo d Be* 
ure in Oil 1292 
physical examination, Oct 1281 
preparation for operation Oct 

puncture of cystic areas of ovary 
in Oct 1292 

FUnnm and hysterectomy for faac " o( 

co^^^SU-nm cancer 
of bladder Oct 1241 
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Rectocele hgh Oct 1231 
history of case Ocl 1231 
Noble’s operat on Oci 1235 
operaton Oct 1231 1234 1237 
perineorrhaphy in Oct 1236 
pbys cal eeaminat on Oct 1231 
Recto aginal fistula Dec 1439 
Rectum cancer of Aug 1023 See al<o 
Cancer of rectum 

Rectus muscle right hematoma of 
June 60S 

Recurrent dslocaton of patella Abril 
291 

operaton for Apnl 291 
Refracture of patella April 429 
Rehabilitat on among handicapped pnn 
aptes underlying June 517 
Renal calculus Feb 134 13S Ocl 1265 
colic in \es cal calculus Oci 1244 
pelvis tumors of Ocl 1078 
treatment Ocl 1080 
Resect on for carcinoma of cheek 
torat on following April 281 
of pylorus lot impermeable luetc 
stricture A pr l 275 
oftiba Aug 963 

Residual urine importance of in gyne 


dangers of operation in A kg 905 
txci on of salivary gland in Aug 
907 

first operat on A wg 903 
h story of case Aug 903 
physical exam nation A ug 904 
second operation A ut 90a 
gland excision of in salivary calculus, 
Aug, 907 

Sarcoma involving stomach Aug 1029 
differential d agnosis Aug 1039 
occurrence frequency of Aug 
1036 

history of case At g 1029 
metastases Ax g 1038 
necropsy findings Aug 1032 
operation Ax g 1031 
physical examinat on Aug 1030 
prognosis Aug 1039 
swelling of spleen in Aug 1039 
symptoms Aig 1038 
types A 1 g 1037 

metastat c of lung simulat ng tuber 
culos s Feb 125 
of labium Feb , 115 
of 1 ver m child Feb 121 
of testicle with metastases in lung 
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Septic thrombus of portal % cm Wowing [ Spleen, swelling of m sarcoma invo'vmr 
c »ppend*atM,4#n/ 1 324 _ | stomach, ilirf, 1039 


Si 

Si 


foreign bodes about, A*[^ 862 
whines of, Feb , gl 
Shrapnel wound of elbow, EVl, 15 


I Stenosis, pytonc, congenital, A fril, 355 
| Rarnmstedt operation for, A pnl. 


Skin-sliding operation for sinus from hip 
disease, Dee , 1 103 
Skull lesions, ancient, June -IS 1 
Smrllie-Veit maneuver w breech pres- 
entation, A*c 10o2 
Solitary cjwts of kidney Oet , 1067 
Spermatozoa, transportation of, June, 
586 

Sphincter incontinence after ischiorectal 
abscess, operation Dec , H3j 
S pina biSda Feb 97 

frequency of hydrocephalus with, | 
fr» , 101 

operation m, Feb , 9S 
physical exam ination, Feb , 97 I 
prognosis after operation, Feb 97 , 

Spiral anesthesia, remarks on, Feb , 
205 

site of puncture in, Feb 2f0 


after history , A n[ 947 
history of case, A u{ , 957 
operation, dag, 941 
physical examination. A , 937 
postopera tive complications. A *j, 
945 

treatment, A » g 944 
prognosis. An/ 944 
types, An [ , 945 
hour-gfass, Jv’-c 639 
leather bottle A* f , 1039 
sarcoma involving Au' , 1029 See 
abo Sxrcewa imol~n; ttowac* 
syphilis of, tpnl, 27a 
frequency Afnl 278 
operation in April 27a 
ulcer of Sec Carte* ulcer 
washing in peritonitis, April 3J5 
bUdder s ee I erical calculkt 


209 

with alyp ln » Feb , 206 
with apothesin, Feb 207 

wish cocam, Feb, 206 
with novoeans, Feb-, 209 
with stovim, Feb ,206 
with tropacocain, Feb , 206 
Spiral fracture, A»t . 101* 


I Stovain spinal anesthesia with, Ftb , 

1 Strangulated epigastric hernia, April 439 
| tenderness in, Apni *** 

femoral hernia operated under spinal 
| anesthesia, Feb ,201 

inguinal henna comphcated by acute 
| pnCT Tmn appendicitis, April, 410 
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i$ 2 9 

Stricture extensve of urethra pjg *, ^ 

' md-Krity “*Sj” 

»» 

Tk^tttty r;™' »^ hU - 1 " c 

I co ter O » >210 a » 991 


463 

of esophagus June 6n 
causes June oil 
diagnosis June 616 
malignant June 6U 
proguos s June 618 
simple June 614 
symptoms June 614 
treatment June 616 , 

Subphrenc abscess following append 


1003 
re of 


cture 
A us 

g 866 

cancer 




ease Apr 15^ 
of stomacn 

frequency Apd 2™ 

m 67 


gr^dto-t-t- 

I Tonsillectomy abscess of lung after 


Table Hawley June 502 

Tabpes arcuatus re# 

cavus Feb 227 

TJfs.'ij-a 

w>” * 

gut Ap 1 241 
spun th eads as ! 

Tes/cotus q£ f ' f J ^t/metasta’ - - 
125 

middle amputat on at tor ga 
pent Apr I 


« 

[ T S e .oi^yiJ*” 

ItSu,? of ".oplMO. 

irJlL on diverticulum of esopba 
cus June 674 
i Transfus on Feb 28 35 
1 Wore operator! in duodenal ulcer 

dwt multiple syringe method Feb 


tsi ubst tute for catgut j 


41 


with cylinders F b 41 
with indoplat num tubes Feb 39 
for secondary hemorrhages m war 
wounds cold method or 
coat ng tubes for Feb 30 
hot water method of coating 
tubes fo Feb 30 
methods Feb 29 
indications for Feb 36 


153° INDEX TO 


Transfusion, indirect, cylinder citrate 
method, Feb , 43 , 44 
technic, Feb , 43 

Moss’s test for reaction of recipient's 
blood in, Feb , 29, 36, 38 
prevention of clotting in Feb , 35 
reactions after, Feb , 45 
selection of donor for, Feb , 39 
testing bloods for, Feb , 36 
Transplant, tibia! , for unturned fracture, 
M»/.799 

of neck of femur, April, 399 
Transplantation, muscle, for winged 
scapula, A bnl, 396 
nerve Aug , eS6 

Traumatic rupture of kidney, Feb, 131 
Trephine syndrome, Aug , ?89 
Trephining in ancient Egypt, June, 491 
Pecu June, 490 
m l Bolivia, June 486 
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Tumors of kidney parenchyma, malig- 
nant, pain m, (to , J073 
reflex fleus m, Od , 1076 
tumor in, Oct , 1072 
x-ray examination in, Oct-, 1078 
of renal pelvis Od , 1078 
treatment, Orf., 1030 
of ureter, Od , 1079 
treatment, Oct , 1080 
phantom, Od , 1097 


UlCek, duodenal, June, 729, Od., 1117, 
Dec , 1397 See also Duodenal ulcer 
of stomach. See Cosine ulcer 
rodent, of face, June, 749 
Ultnnum monens, June, S3S 
Umbilical concretion, urachal cyst and, 
difleren tuition, June, 323 
hernia, June, 689 


1U«3 nee aiso Aoaomiiuu iu mint 
of adrenals, Od , 1079 
treatment Oil , I0S0 
of bladder, June, 53 1, 761 
comments, June, 762 
treatment, June 537 
of brain, Aug , 869 
comments, A ug , 
diagnosis, Aug , 869 
operation for, A ug-, 877 
of kidney parenchyma, benign, Od , 

1053 

malignant. Od . 1 W? 
fever ui, Oct-, Wa 
hematuria in, Od , 10/0 


indications for operation in, Dec,, 

injections of olive od in Dec , U06 
I retrograde movement, Dec , la08 
I Urethra, female angioma caiernosum of, 
Dre.1499 

angiosarcoma of, Dec , loOO 
gonorrheal granuloma of Dec , looi 
neun^angioma of, Dec , 1499 
i stneture of, extensive April, 463 
Unne, changes in in floating kidney, 
Aug, 9S1 , 

rtravasatroo of, Aug, 949 See also 
Ertrawaiwn oj unne 
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Unne, residual, importance of. in gyne- 1 Vesical calculus, symptoms, OcS , 1245 
cologic casts, Feb , 214 treatment, Oct , 1249 

Utenne insemination, June, 584 use of stone searcher m, Od , 1247 

apparatus for, June, 587 ' " " 1 ■ — • n ' 

Uterus, dtfundation of, tn 
04,1288 

fibroid tumor of, Od , 1()94 
intraligamentous, cotap 

pregnancy, Feb , 19t • ■ 

multiple, Dec , 1481 * * 

irritable, June, S83 ■ ■ 

prolapse of, degrees, AfaJ • 

in virgin, A prtl, 407 , iu, u|ih, iij 

operati ” 1 1 ' •«»■*." ■* • — — » * ’ ■ *{* 

temporary 

997 

threatened ■ ■ 1 

Vaginal orifice, constriction at, and 

vaginismus, plastic operation for, War wounds, non interference policy, 
April, 295 Feb, 3 

Vaginismus and constriction at vaginal of bone as illustrated by fractures 
onfice, plastic operation for, A prtl, 29S of femur, reparative surgery, 

Vas deferens, short circuit of, Feb , 145 A ug , 807 

Vasotomy in persistent seminal vesicu Carrel Dakin treatment, Auj , 

litis, April, 473 810 

Vem, portal, septic thrombus of, follow- o! jomts, June, 497 
ing appendicitis April 324 compound, June, 498 

Ventral hernia, technic of repair, June, infection in, June, 499 

707 pathology, June, 499 

Ventrosuspension of uterus, temporary, treatment, June, 500 

Aug , 997 v anelies, June, 500 

Vermiform appendix, carcinoma of, secondary hemorrhage in, Feb , 23 
April, 336 ^ See also Bemorrhage, secondary 
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Wounds of band, incised, Aug , 10ft 
after history, A ug , 1044 
operation, A ug , 1042 
of joints to civil lire. June, 497 
compound, June, 493 
infection in, June 499 
pathology, June, 499 
shrapnel, of elbow, Feb , IS 
primary suture, June, 561 
suppurating, after abdominal section, 
care of, June, 601 

use of compound tincture of benzoin 
on dressings for, June, 645 
war See U at vmnJs 
IVnst-drop in crutch palsy, Oct , 1179 


X-SAY diagnosis of appendicitis, Afrtl, 
309 

of Brodie abscess, June, 747 


X ray diagnosis of gall-stones, Dec , 132S 
of vesical calculus, Oct , 1247 
examination in duodenal ulcer, Oct, 
1118 1125 

in fibroid tumor of uterus, Oct , 1094 
in malignant tumors of kidney pa 
renchyma Oct, 1078 
in pregnancy, Oct , 1095 
of bone, Aug , 1011 
plates apparatus for mating tracings 
of, Oct , If 69 

treatment after operation in cancer of 
axilla, Feb , 108 
efface Feb, 106 
m epithelioma of lower bp, Aug , 
900 

m ulcerating breast cancer, Oct , 
1107 

X rays and radium in neglected carcino 
raa of breast, Dec , 1545 
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